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graduate and practitioner alike. The book is extraordinarily well produced and the illustrations are excellent." 
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GENERAL & SPECIAL 


‘*The new edition will find an honoured place on the pathologist's bookshelf . 
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BURNS - WOUNDS - IMPETIGO 


AY CID is the only sulphonamide providing a highly soluble sodium 
salt which can be presented in neutral solution. Hence its prepara- 
tions are non-irritant, non-toxic and promote healthy granulations. 
ALBUCID SOLUBLE ALBUCID SOLUBLE 

FIRST AID DRESSING BURN AND WOUND DRESSING 
is ideal for immediate application. Made | is made up with a special ointment base 
up with a water-miscible base, it can be | which mechanically regulates absorption. 
easily removed by swabbing or irrigation | Too rapid dispersal of the medicament 
and permits the subsequent use of the | is therefore prevented and effective con- 
Burn and Wound Dressing. trol of sepsis maintained. 


LITERATURE GLADLY SENT TO INTERESTED MEDICAL PRACTITIONERS ON REQUEST 


ALBUCID SOLUBLE 


ALBUCID is the registered name which distinguishes suphacetamide of British Schering manufacture 


NEW BRITISH SCHERING PRICE-LIST AVAILABLE ON RECEIPT OF PENNY STAMP (PAPER RESTRICTIONS) 


4 BRITISH SCHERING LIMITED nen HIGH HOLBORN, LONDON, W.C,1, 
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n the myocardial anoxaemia of coronary thrombosis 
there is marked response to the intravenous or 


oral administration of CARDOPHYLIN | 


INDICATIONS. 
DISEASES OF THE CARDIOVASCULAR 


NEW LITERATURE 
A recently printed booklet, containing 


SYSTEM extracts from over eighty clinical 
. reports published in the medical press 
a RESPIRATION AND of the world on the use of this valuable 
‘ drug, will be sent on request together 

“a. WHETHER CARDIAC OR with samples. 


(Theophylline-Ethylenediamine) 
Tablets for oral use, ampoules for intramuscular and intravenous injection, suppositories. 


WHIFFEN & SONS LTD - CARNWATH RD - FULHAM - LONDON -: S.W.6 
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—ready strained 
y To MEMBERS of the 


CARROTS ) Picked at their prime; 


Scottish Widows’ Fund 


PRUNES vacuum-pocked in glass bottles. 
ALSO BONE AND VEGETABLE BROTH In the past 128 years members have 
invested nearly £99,000,000 in premiums. 


THE REASONS Brand’s Baby 


Foods are superior to home- During the same period over 


well the importance of an infant’s 
first solid food, will have every F 
confidence in recommending Baby Write to your agent or to the Secretary, 
Foods made by Brand & Co. 


Ltd. to the busy war-time mother. _ SCOTTISH WIDOWS’ 
BRAND’S BABY FOODS + FUND 


7: Head Office : 
2d. a jar 9, St. Andrew Square, Edinburgh, 2 


PREPARED BY THE MAKERS OF BRAND'S ESSENCE 


prepared vegetables :— £105,000,000 was paid to members or their 
I. They are steam-cooked and families and the Society still holds 
packed in vacuum, which £36,000,000 out of which to pay the claims 
tends to conserve the vitamins. 
Full flavour and fresh colour of existing members as they arise. 
g wenn . Increase your stake in this strong old 
Z 2. They are so finely sieved that i Society. I mpi ith 
| Z not a particle of irritant fibre mutual Society. In most cases new with- 
remains. profit policies cover CIVILIAN WAR 
z The family doctor, who knows RISKS WITHOUT EXTRA CHARGE. 


is a medication needed urgently in the winter months. Stress, strain, h ' 

CA ROVIT fatigue, *“‘ black-out,"’ all make demands on the blood and its vainiambes 
microbes abound, and an anti-infective agent i E: ify : 

is wanted to fortify the body in 

egree of night vision is a factor not merely of convenience y 

y but even of safety. 

any people feel tired, irritable, and lack stamina and drive during winter; these are th 

a lesion or disturbance, a fortifying, stabilising 

ogical medication which, even in prolonged administration, has no unpleas: 
Anzxmia, nervous debility, 
*% “NON HABIT FORMING."’ 
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BAILLIERE, TINDALL : COX 


7 & 8, Henrietta Street, London, W.C.2 
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The essentials given in a reasonably short, plain 
and practical manner. 


Rose & Carless 
MANUAL OF SURGERY 


Seventeenth Edition. Edited by C. P.G. Wakeley, 
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Pp. viii + 336. 25s. 


A companion to Professor Wood Jones’ ‘‘ Hand "’ 
—beautifully illustrated. 
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PSYCHOPATHOLOGY 
Third Edition. Pp. viii +- 265. 15s. 


‘*A complete summary of modern approaches 
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Whitla 

PHARMACY, MATERIA MEDICA 
AND THERAPEUTICS 

Revised by J. H. Burn, M.D. 

Fourteenth Edition. Pp. vii+525. 22 Illus. 14s. 


‘A very valuable revision of this long-estab- 
lished book.’’—Prescriber. 


The: PAIN and 
CONGESTION of 


COMMON WINTER AILMENTS 


When the congestion and the systemic discomfort of winter 


ailments, especially influenza, must be relieved, Bengué’s Balsam 
offers three distinct advantages :— 


Myalgia 


Rheumatoid 
Conditions 


of definite improvement. 


Lumbago 


| 


Influenza 


1. Through rapidly induced active hyperemia, Bengué’s Balsam 
leads to decongestion in the deeper tissues, thus lessening local pain. 
2. Through absorption of its contained Methyl Salicylate (quickly 
absorbed) joint and muscle pains are relieved, the patient is 
rendered systemically more comfortable and experiences a feeling 


3. Repeated use of Bengué’s Balsam is not accompanied by gastric up- 
set which so often follows prolonged oral administration of salicylates. 


A generous sample will be sent upon request. 


BENGUE’S BALSAM 


BENGUE & CO. LTD., MOUNT PLEASANT, ALPERTON, WEMBLEY, MDX. AUG, 
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(DUNCAN) 


A COMBINED POLLEN VACCINE 


INDICATED IN 


@ SEASONAL HAY FEVER’ 
@ CORYZAL ASTHMA 


Advances in the field of Allergy have shown 
that patients derive more benefit from treatment 
with a combined pollen vaccine, than the more 
usually practised treatment with simple extract 
of Timothy Grass Pollen. 


Treatment is best commenced at an early date 
so as to ensure the patient reaching the maximum 
dosage before the Pollen Cloud is at its height, 
that is from May to mid-July. : 


DUNCAN, FLOCKHART & CO. 


EDINBURGH LONDON 


TEN DAYS after the establishment of 
an ulcer regime with ‘Aludrox,’ X-ray 
re-examination often reveals complete 
disappearance of the peptic ulcer niche.** 
In addition to promoting rapid healing of 
the ulcer, ‘ Aludrox ’ provides :— 


Prompt relief from pain.... Fewer 
recurrences.... Superior weight gain 
during treatment.... No Alkalosis. 

** WOLDMAN, E. E., and POLAN, C. G.: 
The Value of Colloidal Aluminium Hydroxide in 
the Treatment of Peptic Ulcer: A review of 407 
Consecutive Cases.—Amer. J. med. Sci., 198: 155-164 
(August, 1939). 


ALUDROX 


BRAND REGO. 


Amphoteric Gel. 


JOHN WYETH €& BROTHER LIMITED, (Sole distributors for 
PETROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.I. 
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The food value of yeast has been 
recognised for many years ; it.supplies 
not only protein material but also 
the all-important B vitamins. 


Owing to the exigencies of war yeast 
has recently conte to the front as 
a useful weapon in the campaign 
against malnutrition. 


Marmite is an autolysed extract of 
yeast prescribed extensively for its 
health-promoting properties. 


MARMITE 


YEAST EXTRACT 


442 The Marmite Food Extract Co. Ltd., 35 Seething Lane, London, E.C.3 


Prompt Reticulocyte Response. 
and Effective Maintenance in 


PERNICIOUS ANEMIA 


@ it is recognised that parenteral administration of liver in pernicious 
anemia cases produces a faster reticulocyte response and aids in a more 
adequate maintenance. 


For these reasons, PROETHRON (Armour Liver Liquid) deserves 
your consideration. This preparation is carefully processed from 
the livers of young, healthy, Government-inspected animals in such a 
way as to protect the blood regenerating active constituents to the 
maximum. ; It is free from protein and toxic amines. 


Telegrams : 
Telephone : ARMOSATA-PHONE 
KELVIN 3661 LONDON 


THORNTON HOUSE, FINSBURY SQUARE, LONDON, £.C.2 
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Basal 
BROMETHOL-BOOTS 


Bromethol-Boots is a 66.7 per cent. solution of Tribromoethyl 
Alcohol B.P. in amylene hydrate for use as a basal anaesthetic 
administered per rectum. 

Bromethol-Boots is specially indicated in nervous and excitable 
patients, and in those suffering from hyperthyroidism, diabetes, 
cardiac disease, or pulmonary complications. 

One of the advantages of Bromethol is that anaesthesia of 
moderate depth can be achieved with the supplementary use 
of a weak anaesthetic such as nitrous oxide. 

The usual dosage is 0.075 to 0.1 c.c. per kg. body-weight 


administered as a 2} per cent. solution in distilled water. 


Bottles of 25 c.c. sais oo. 13/6 
Bottles of 100 c.c. 
Prices net 
DEP 


Signposts for 


INHALER 


HEAD COLDS 


SINUSITIS 


The vapour of ‘ Benzedrine’ Inhaler diffuses throughout the entire 
nasal cavity, reaching and relieving congestion wherever it exists. 
“S _ Used in the early stages of nasal infection it helps to abort or 
3 shorten conditions that might otherwise proceed to more serious 
= complications. Compact, convenient, effective — ‘ Benzedrine’ 

3 Inhaler is of inestimable service in preventing loss of time and 


efficiency through head colds and a, 
other rhinological conditions. 


= 


Samples and literature on request. e 
SS 


MENLEY & JAMES LIMITED 


123, COLOHARBOUR LANE LONDON §.E.5 
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BOOTS PUR OTTINGHAM 
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TRANQUILLITY 


A caim outlook and freedom from worry and nervous tension 
are rare in these days of world conflict. The intense application 
to war work and consequent mental and physical strain are 
revealed in widespread headaches and insomnia. 

Veganin may well be used to soothe the overwrought nerves, 
relieve pain and induce sleep. It is a synergistic combination 
of acetylsalicylic acid, phenacetin and codeine, and is widely 
known as a dependable and highly effective analgesic, 
sedative and antipyretic. 


RESTRICTED SUPPLIES 


Owing to the shortage of certain 
ingredients and the consequent limita- 
tion of output, chemists have been 
asked to~give priority to doctors’ 
prescriptions. Veganin is not adver- 
tised to the public. 


WILLIAM R. WARNER & CO. LTD., 150-158 KENSINGTON HIGH STREET, LONDON, W.8 


(Temporary wartime address) 


PHENIOGODOL B.D.H. 
A new Cholecystographic Agent 


The incidence of untoward symptoms 
S is appreciably less following the 
administration of Pheniodol B.D.H. 
than when iodophthalein is employed. 
Further, Pheniodol B.D.H. Js 
concentrated in the normal gall-bladder 
after oral administration at least as 
well as iodophthalein when given | 
intravenously. Thus when Pheniodol | 
B.D.H. is used reliable results are 
obtained without resorting to intravenous 
injection of the contrast medium. 

Pheniodol Meal B.D.H., which mixes 
readily with water to form a suspension 
which can be taken as a draught, is 
available in single tubes containing one 
dose and in boxes of six tubes. er. 


Details of dosage and other relevant information will be gladly supplied on request. 


THE BRITISH Hovses LTD. LONDON 
X-Ray/B/20 
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A Delicious, Concentrated 
Vitamin Food 


7 “AO the physician requiring a product which incor- 
porates important vitamins in a form entirely 
pleasant and acceptable to every patient, ‘‘ Vimaltol ” 
presents special advantages. 
“Vimaltol ’’ is a concentrated and economical vitamin 
food with a delicious orange flavour. The vitamins are 
supplied from specially prepared malt extract and yeast, 
which is one of the richest natural sources of vitamin B, 
together with Halibut Liver Oil fortified with additional 
vitamins. 
“Vimaltol”’ is thus an important aid in the treatment 
of the many abnormal conditions résulting from the 
deficiency of one or more of the essential vitamins in 
the average everyday dietary. 
The routine use of “ Vimaltol ’ helps normal development 
of the growing organism and the maintenance of correct 
metabolism, while raising the general resistance against 
infection. 


It is of signal value at certain physiological periods, such 
as infancy, adolescence and pregnancy, to promote resistance 
to deficiency diseases and to assist in restoring normal 
metabolism in the many “ border-line’’ cases arising from 
insufficient intake or defective assimilation of the essential 
food factors. 


“Vimaltol”” has thus a very wide application in general — 


practice for patients of all ages. It can be prescribed with 
advantage at all seasons. 


IMALTOL 


(VI-MALT-OL) 
A liberal supply for clinical trial 
sent free on request 
A. WANDER LTD., 


Offices, Laboratories and Factory: 
King’s Langley, Herts. 


M305 
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Proteolysed Liver 


Hepamino may be freely prescribed in all cases of pernicious 
anemia and all other forms of megalocytic anaemia. 
vide S.R.O., 1944, No. 32,“ The Liver Extract (Regulation 
of Use) Order, 1944, dated January 8, 1944.” 

Prices and Packs. 


Bottles. of 5 oz. (approx.) . . . . each 1§/- 


Subject to professional discount. 


Literature, information and supplies available from 


Home Medical Department, Speke, Liverpool, 19. 


MEDICAL EVANS PRODUCTS 


Made in England by 
EVANS SONS LESCHER AND WEBB LTD « LIVERPOOL AND LONDON 


M:8 
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COLLOSOL MANGANESE 


A 
thoroughly established 
therapeutic agent 


for the treatment of 


In the treatment of all coccogenic or 
pyogenic affections observed clinical cases 
have proved the remarkable value of Crookes’ 


Collosol Manganese. It is a colloidal prepar- BOILS 
ABSCESSES 


is to increase the protective powers of the 


serum proteins—and is thus non-specific and CHRONIC ULCERS 
effective. When injected intramuscularly GONORRHGA 
there is the minimum of discomfort, and by ACNE 

the oral route it is particularly convenient for PSORIASIS 

the treatment of children. ETC. 


THE CROOKES LABORATORIES (British Colloids Ltd.), PARK ROYAL, LONDON, N.W.10 
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Standardized 
Suprarenal Cortex Extract 


The production of an active extract of supra- 
renal cortex was originally made possible by the 
researches of Swingle and Pfiffner, in collabora- 
tion with Parke, Davis & Co. : 


Under the name ‘Eschatin’ this extract, pre- 
pared in the P., D. & Co. Laboratories, has been 
used with success in the treatment of Addison's 
disease. The Therapeutic Requirements Com- 
mittee of the Medical Research Council has 
recommended that the use of ‘ Eschatin’ at the 
present time should be restricted to this essential 
purpose. 


The activity of ‘ Eschatin’ is confirmed by bio- 
logical assay on bilaterally suprarenalectomized 
dogs. It is supplied in 10 c.c. rubber-capped 
vials, each c.c. containing 50 dog-units. 


LIMITED SUPPLIES 
OF ‘ESCHATIN’ ARE 
NOW AVAILABLE 


PARKE, DAVIS & CO. 
50, Beak St., London, W.1 


Inc. U.S.A., Liability Ltd. 
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A single application of benzyl benzoate emulsion, provided it is 


thorough, will usually cure a case of scabies. The chief advantage 
of benzyl benzoate over some other sarcopticidal agents is the 
rarity of dermatitis following its use and recently the formula of 
‘Ascabiol’ has been modified so that skin irritation following its 
use is minimal. 


Pads of instruction cards for patients and a pamphlet are available. 
Pediculosis Capitis—Benzyl benzoate destroys lice and, as prescribed 
in * Ascabiol’* emulsion, also dissolves the cement by which the 
nits adhere to the hairs. Instead of by the painstaking use of 
the small-tooth-comb the nits are removed simply by washing 
the hair. 

‘Ascabiol’ brand of emulsion contains 25 per cent. benzyl benzoate 
and is supplied as follows :— 

Bottles of 4 ozs. 
Bottles of 80 ozs. 


‘Manufactured by 
MAY & BAKER LIMITED 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LIMITED, DAGENHAM 


7030 
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The important new type of modified insulin— GLOBIN INSULIN 
(with Zinc)—is now also available in a strength of 40 units per c.c. 


and is issued in phials of 5 c.c. 


GLOBIN INSULIN 


(with Zinc) 
‘Wellcome’ 


brand 


40 units per c.c., 5 c.c. 2/6d. 
80 units per c.c., 5 c.c. 4/5d. 


BURROUGHS WELLCOME & CO. 
y (The Wellcome Foundation Ltd.) 
LONDON 


ASSOCIATED HOUSES: 
NEW YORK MONTREAL SYDNEY CAPE TOWN BOMBAY SHANGHAI 


BUENOS AIRES 
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A MOST EFFICIENT WOUND ANTISEPTIC 


‘Acramine’ Red combines a very high antiseptic action with minimum 
effect upon the tissues of the host. It is thus a near approach to 
the ideal antiseptic. 

This new compound has significantly less effect upon the tissues 
than the other aminoacridine antiseptics and thus does not inter- 
fere with wound healing. It inhibits growth ofall organisms commonly 
associated with wound infection and particularly it is effective against 
Ps. pyocyanea. It is penetrative and retains activity in the 


presence of tissue fluids. 


Bottles of 25g. and tubes of Ig. of powder. 


‘ACRAMINE’ RED 


BRAND OF 2: 7-DIAMINOACRIDINE HYDROCHLORIDE 


OF THE 


GLAKO LABORATORIES 


GLAXO LABORATORIES LTD., GREENFORD, MIDDX. BYRon 3434 


STERILITY, FLEXIBILITY, 
ABSORBABILITY, TENSILE STRENGTH. 


Specify LONDON HOSPITAL CATGUT 


OBTAINABLE FROM ALL THE LEADING SURGICAL EQUIPMENT HOUSES 


THE LONDON HOSPITAL LIGATURE DEPT., LONDON, £.1, ENGLAND 
Sole Agents and Distributors for the Union of South Africa and Surrounding Territories— 
Messrs. Alien & Hanburys (Africa) Ltd., Durban and Johannesburg 
14 
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SURGERY IN THE FORWARD AREA 


W. ALEXANDER LAW, OBE, MD CAMB, FRCS 


MAJOR RAMC ; COMMANDING A FIELD SURGICAL UNIT 


DURING the year November, 1942-43, a field surgical 
unit working in North Africa, Sicily, and Italy dealt with 
nearly 1400 cases, of which 1000 were serious battle 
casualties. The actual working months totalled 9, the 
rest of the time being spent in reserve, re-equipping, or 
training. The non-battle casualties comprised surgical 
sick, minor operations and major postoperative dressings, 
the last usually performed on cases which had been 
operated on elsewhere. 

The greater part of the work was done in the advanced 
forward area, main dressing-station (MDS) or forward 
casualty-clearing station (CCS), but some of the cases 
were seen farther back, when operating in the rear 
forward area at the head of the lines of communication. 
Thus it can be said that the cases represent a typical 
picture of the work a field surgical unit may have to 
perform. The three main phases correspond to the 
battles of Tunis, Sicily, and the Trigno crossing. 

TABLE I—SITE OF WOUND 
Only major lesions were classified in two or more sites hence the 
approximation between the total number of cases and lesions 


North 
Africa Sicily Italy 
» May 1943 1943 
1943 
{ Dura intact 1 1 10 
Head Dura penetrated . 10 7 1 1s 
{ Pleuraintact . 19 20 3 42 
Thorax \ Pleura penetrated 19 14 7 40 
Thoraco-abdominal —.. 7 6 2 15 
Penetrating abdomen— 
Peritoneum intact 2 7 6 15 
Peritoneum penetrating — 20 17 13 50 
Flesh wounds upper 101 53 10 164 
Limbs < Lower (including 
buttock) - 133 69 26 228 
Spine .. 1 1 4 
Humerus 22 5 36 
Radius and ulna 10 3 of) 22 
Fractures < Carpus and hand il 15 6 32 
Femur 24 9 8 41 
Tibia and fibula 29 22 13 64 
Tarsus and foot 8 8 4 20 
Shoulder .. es 6 2 8 
Elbow oa is 12 7 2 21 
Joints Hip 1 2 3 
nee a = 16 12 4 32 
Peripheral nerves 4 2 3 9 
Vascular injuries .. t 15 
orearm .. 2 = 1 3 
(Leg .. 2 $ 1 6 
Face, neck, and scalp 7 9 16 3 22 
Burns oe se sie 16 18 2 36 
Gas gangrene— 
Anaerobic cellulitis 8 2 10 
Fulminating 8 1 4 13 
Non-battle casualties 
I.A.T. lesions .. 36 2 88 
Acute abdomen .. ard 17 i4 9 40 
Minor operations and a_i 
operations © . 157 117 24 298 
Total cases... | 509 | 155 | 1381 
Total lesions (classified), 735. 511 
ORGANISATION 


The unit consisted of a surgeon. an anesthetist, 
6 RAMC, and 3 RASC drivers. The drivers gave 
valuable help in the operating-theatre, supervising the 
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lighting-set generator and assisting in the sterilising- 
room. 

The equipment allowed for an operating-theatre 
includes enough sterile material for over 200 operations, 
and a complete 20-bed ward, all of which could be laid 
out under tentage or in buildings (schools were used 
extensively). The time taken for such manceuvres 
varied from 1 to 4 hours according to the site, and in the 
preliminary period training had to be directed towards 
loading and unloading vehicles quickly and efficiently 
both by day and night. Efficient packing is essential, 
to prevent breakages resulting in waste and inefficiency. 

Wherever possible, as was usual, the operating-theatre 
was equipped with two tables, enabling one case to be 
prepared while the preceding operation was in progress. 
A separate orderly was responsible for each table, prepar- 
ing the patient and laying up the instruments, and in this 
way much time and energy between cases was saved. 
The surgeon, anesthetist, and clean assistant moved 
from table to table, with time only to write up the notes 
and scrub up again between cases. 

During the battles, the actual operating periods were 
usually planned so that, of every 24 hours’ cycle, 16 
hours was devoted to operating, 2 hours to preparing and 
cleaning the theatre, and 6 hours to meals and sleep. It 
Was necessary to draw additional staff from the parent 
unit, but there was always at least one of our own 
orderlies working in the ward, and he was responsible for 
knowing the postoperative routine, as well as checking 
the ward equipment. 

Rapid mobility is one of the essentials of modern 
forward surgery, and sometimes patients after operation 
may have to be left under the care of a nursing team, 
while the surgical unit moves forward. For certain 
cases—abdomens and chests in particular—this is prefer- 
able to attempting evacuation before 8-10 days. These 
cases travel badly and require nursing at the place of 
operation for at least that period. It.was quite easy to 
leave equipment behind for this nursing, and as the beds, 
&c., were released from use, they were sent forward to 
the surgical unit again. 

During 12 months’ campaigning, the unit carried out 
34 operational moves, opening operating-theatre and 
wards 28 times. Immediately after most of these moves 
there was an operating session of as long as 16 hours. 

A field surgical unit can function on its own for only a 
very short time, and normally, not being self-accounting, 
it was attached to a MDS, field dressing-station, or 
CCS, together with a field transfusion unit which was a 
great help in carrying out pre- and post-operative resus- 
citation. The actual parent unit varied with the tactical 
position, as also did the number of forward surgical and 
transfusion units. It appeats desirable to have casual- 
ties operated upon within 6 hours of wounding if possible, 
and working at a CCS in the final stage of the North 
African campaign some casualties were received as early 
as 2 hours after wounding. An average for 120 cases at 
this time was : admittance to CCS at 5} hours, operation 
at 8 hours. 

The time-factor is of vital importance in cases of 
priority 1—i.e., penetrating wounds of the abdomen, 
sucking wounds of the chest, certain head wounds, severe 
compound fractures and joint injuries, and extensive 
burns. These cases were operated on in the advanced 
surgical centre. The less severe injuries—mainly flesh 
wounds of limbs, and certain special cases such as parti- 
—_— head and chest and maxillofacial wounds—were 

»vacuated promptly unless resuscitation was required 
first. 

WAR WOUNDS IN GENERAL 

In North Africa about 60% of the wounds were caused 
by mortar fire. These wounds were very often multiple 
—some superficial, others penetrating—and were con- 
taminated by clothing and dirt. Sometimes the blast 
element had also to be considered. A technique of a 
thorough wound toilet was essential. This meant exci- 
sion or trimming of ragged dirty skin margins, subcutane- 
ous tissue, fascia and muscle in turn, removing foreign 
bodies, and loose fragments of bone (but leaving attached 
fragments strictly alone), and obtaining free drainage 
by dividing any tight fascial constriction. This latter 
point is important and frequently overlooked. In the 
thigh the tension of the deep fascia is most easily over- 
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come by transverse incision in addition to the usual 
longitudinal approach. Any hematoma present must 
be evacuated, and the bleeding-point found and ligated. 
As a routine there is no place for any suturing of these 
wounds, nor must wounds be packed or plugged. 

Wounds made by small-arms ammunition are usually 
clean through-and-through, and unless there is danger of 
hematoma formation, as is particularly the case in the 
thigh and calf, they healed perfectly with sulphanilamide 
dressing. In the latter sites, incision, with relief of 
tension, and opening up of the deep fascia and evacuation 
of the hematoma, are advisable. 

In Italy a greater proportion of the wounds were 
caused by high-explosive shell. These wounds were 
very severe, with much soft-tissue loss and gross bone 
comminution, with contamination by dirt and clothing. 

Tank casualties were often very severely wounded by 
large missiles, and their wounds were usually complicated 
by burns, providing serious problems in resuscitation. 

The routine practice was to apply, by means of a 
shaker or insufflator, sulphanilamide powder, which was 
worked by the fingers into every part of the wound, and 
cover the wound with an absorbent non-adherent 
dressing of soft-paraffin gauze, followed by absorbent 
gauze and cotton-wool, with firm but comfortable bandag- 
ing, and splinting where necessary. Such dressings do 
not require frequent changing, which is convenient for 
evacuation purposes, besides helping to prevent cross- 
infection. In most cases sulphanilamide powder was 
used ; in others, particularly when gas gangrene was 
considered possible, sulphathiazole or sulphadiazine was 
preferred. Penicillin was applied in a few cases, as also 

yas proflavine ; but with the latter muscle necrosis was 
reported, so subsequently it was used only in mixture 
with sulphathiazole (1 part to 99). It is important to 
work the powder into every part of the wound and not 
leave it to form a hard cake or plug on the surface. 
This is true of both the early wound dressing and the 
postoperative application. 

By these means wound infection was kept minimal, and 
surgeons on the lines of communication were able to 
perform secondary or delayed primary suture as early as 
the 5th day, thereby hastening healing and convalescence, 
The two-table technique employed in the operating- 
theatre was advantageous not only in saving time, but 
also for preparation of the operation site; this was 
cleansed thoroughly with soap and water, the hair was 
removed by shaving, and the skin was then painted with 
iodine or flavine. This attention did much to prevent 
secondary infection of the wound, and was just as 
essential a preoperative measure as resuscitation by 
warmth and transfusion. 

Great care was taken to operate at the optimum time. 
This entailed close codperation with the field transfusion 
unit or resuscitation department, and apart from the 
simpler measures of rest and warmth, the availability of 
transfusion fluids such as whole blood, plasma, serum, and 
glucose-saline often made operations both possible and 
successful. Whole blood was of the greatest value both 
before and after operation, especially in cases with blood 
loss and severe toxemia. 

An outstanding feature of casualties from mortar and 
shell-fire was the multiplicity of the wounds. Even 
when the wounds,themselves were superficial, the trunk 
and all the limbs were quite often involved, and surgical 
treatment was therefore lengthy. 

ANESTHESIA 

The majority of the operations, especially on the limbs 
and chest. were carried out under * Pentothal’ anzes- 
thesia, which has the advantages of safety, rapidity, 
relative ease and portability. Sometimes intravenous 
morphine was used to supplement the pentothal, but 
care had to be taken to ascertain what morphine had 
been given to the patients before they reached the opera- 
ting-centre. Many had had as much as }—1 grain, and in 
some of them vomiting had been caused by excessive 
morphinisation—the danger being inhaled vomitus, 
which undoubtedly was the cause of death in one 
abdominal case. 

Inhalation anzsthesia by means of the Oxford vapor- 
iser was used for abdominal operations; and where 
shock was severe it was considered that there might be 
a place for regional anesthesia. For chest operations 
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penthothal, with controlled and continuous oxygen 
therapy, was the anesthetic of choice. 


LIMB WOUNDS 

These form the greatest part of the surgical work 
(392 cases), and with efficient treatment a considerable 
proportion of the patients will again be category A 
soldiers. 

The flesh wounds, except some clean through-and- 
through bullet wounds, were subjected to a thorough 
wound toilet, followed by local application of 10-15 g. 
sulphanilamide powder and a dressing of soft paraffin 
gauze. Ifthe wounds were at all extensive the limb was im- 
mobilised in plaster-of-paris, or occasionally on a Thomas 
splint. Immobilisation not only relieved pain and 
encouraged healing, but also minimised infection and 
enabled the patient to travel more comfortably. The 
lower limb (including buttock in this category) was 
wounded slightly more often than the upper, and this was 
also true when there were bone and joint injuries. In 
the few cases of nerve and vascular injuries the arm was 
more often involved than the leg. 

With 2 exceptions gas gangrene and anaerobic cellulitis 
developed only in limb wounds. The lower limb, 
particularly the thigh and buttock (15 cases), was the 
commonest site, and in all of these the wounds were 
severe, 8 being associated with a bone injury. In true 
fulminating gas gangrene the mortality-rate was high 
(9 cases, 70%) and in 6 of these cases a death occurred 
within 12-24 hours of the infection being recognised, 
despite heroic measures. In any case, where gas gan- 
grene was thought possible, prophylactic gas-gangrene 
serum (16,000 units) was given intravenously. The 
therapeutic dose was 100,000 units, repeated if necessary 
on following days. Local treatment consisted in wide 
excision of involved muscle and muscle groups, irrigation 


_with hydrogen peroxide, insufflation of sulphathiazole 


and proflavine, and application of dressings allowing 
ready inspection of the wound. Amputation for gas 
gangrene was performed on 6 occasions. Success was 
achieved in 3 cases (1 femoral and 2 humeral), but the 
other 3 amputations (through femur, tibia, and humerus) 
were unavailing because of the severity of the toxemia 


TABLE II—** GAS” INFECTION SITES 
Localised and 
anaerobic cellulitis Fulminating 
= = 
N. Africa 
(15 cases) .. ee a 6 1 1 | 1 3 1 
Sicily 


and the rapidity with which the infection spread. The 
toxemia and its accompanying anzemia were treated by 
whole-blood transfusion. The 10 cases of anaerobic 
(probably streptococcal) cellulitis all survived. Treat- 
ment by thorough excision and local sulphathiazole 
proved very efficient ; and initially this was misleading 
as regards the value of the sulphonamide group of drugs 
in ‘ gas” infection. 

Amputations were carried out with two objects in 
view : (1) to exclude a completely mangled and infected 
portion of an extremity, and (2) to enable a more “ set ”’ 
amputation to be carried out later if necessary, at a level 
suitable for a prosthesis. Skin flaps were always left 
unsutured, a sulphanilamide paraffin gauze dressing 
being applied to the stump, secured by a firm (frequently 
plaster-of-paris) bandage. Only once was a guillotine 
amputation done, and this in a severely shocked patient 
with an almost complete traumatic amputation of arm, 
caused by a shell fragment. He died on the 8th day 
from embolism. 
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SURGERY 

In dealing with flesh wounds of the limbs it was euler 
possible to remove the missile if of any size. It is also 
important to remove secondary missiles such as clothing, 
for these are a potent source of infection. Small _frag- 
mentary missiles may not be easy to locate, and their 
removal can usually be left until they can be accurately 
localised or cause symptoms. Care has to be taken with 
wounds caused by white phosphorus, which produces 
deep burns ; sodium bicarbonate (2%) and copper sul- 
phate (5-10%) solution should be used, the latter forming 
a dark coating on the phosphorus particles which can be 
removed. Moist dressings and non-greasy applications 
must be employed ; but, unless large particles have been 
embedded in the tissue for some time, systemic phos- 
phorus poisoning need not be expected. Of this series 
phosphorus particles were present in only 5; but all 
these wounds were associated with considerable shock, 
and required extensive wound toilet. 

Every effort was made to attain perfect hemostasis, 
using catgut or linen thread for ligatures. A hematoma 
in a wound forms a suitable pabulum for infection, and 
ensuing oedema and swelling increase tension in the 
wound still further, forming a vicious circle. 

Excluding cases in which the limb was grossly damaged 
and therefore needed amputation, large and important 
vascular channels were injured in only 15 (3%) of the 
cases. Similarly there was a low incidence of nerve- 
trunk injuries, 9 (2%) being noted at the primary opera- 
tion. No primary suture of nerves or tendon was 
attempted. 


In one case with the brachial artery completely torn at the 
supracondylar level the divided ends of the artery were found 
and ligated, as also were the vene comites. It was then noted 
that there was no pulsation in the proximal part of the vessel, 
and it was thought that this would jeopardise the collateral 
circulation. After stripping the coat of the proximal portion 
of the brachial artery and isolating the accompanying median 
nerve, full pulsation returned, and the hand became warm, 
though no pulsation could be felt at the wrist until 3 days 
later. 


Where there is vascular injury, sympathectomy or 
sympathetic block may save a limb which would other- 
wise be lost through lack of a collateral circulation. 

For convenience the 42 buttock wounds are grouped 
with flesh wounds of the lower limb. It must however 
be noted that in 11 (18%) the missile entered the 
abdomen, and in 8 (13%) there was bone damage (pelvis 
3, femur 5). Buttock and chigh wounds are particularly 
prone to gas gangrene, and in these cases prophylactic 
serum was always given intravenously. 


FRACTURES AND JOINT WOUNDS 


In number (293 cases) these come second to flesh wounds 
of limbs, and their early treatment is of paramount 
importance for saving life and limb, as well as enabling 
a good functional reconstruction finally. The wound 
toilet must be very thorough to prevent infection, and 
alignment of bone fragments is at this stage less import- 
ant than immobilisation for evacuation. 

Compound fracture of the tibia and fibula was the 
commonest battle-casualty fracture in this series (29°), 
followed by femur (18%), and humerus (16%). The 
lower third of the tibia and fibula is the commonest site, 
but wounds comminuting the upper third of these bones 
often damage the blood-supply to such an extent that 
amputation becomes necessary. Of 4 legs with upper 
tibiofibular fracture, 3 had subsequently to be amputated, 
because the limb was lifeless, though at the primary 
operation every effort had been made to protect the 
vascular channels. Leg and forearm fractures were 
immobilised by plaster-of-paris applied from toes to 
thigh, or palm to upperarm. These plasters were always 
padded and split if the patient was to be evacuated 
within three. days of the operation, as was usual. The 
unpadded unsplit plaster cast is extremely dangerous 
under the condition of forward surgery, for any post- 
operative swelling will give rise to tight constriction, and 
during evacuation such complications cannot always 
receive attention. 

For wounds of the femur, the Thomas splint is still the 
best basis for both pre- and post-operative splinting. After 
operation immobilisation of the limb on the Thomas 
splint was enhanced by incorporating a plaster cast—the 
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so-called Tobruk plaster. Of this there are several 
modifications, all of which aim at immobilising the limb 
efficiently, with enough traction to prevent or overcome 
gross deformity, thereby also adding to the patient’s 
comfort during transport. For humeral fractures, 
especially those near the head of the bone, the thoraco- 
brachial cast was applied. Abduction frames or casts 
are inconvenient for travelling, and when the thoraco- 
brachial cast was not employed a plaster cast extending 
from acromion to hand, with a sling or broad bandage to 
keep the limb fixed to the trunk, was found quite effective. 

The knee (44%) and the elbow (29%) were the joints 
most frequently injured, and the steps taken after the 
wound toilet depended on the degree of contamination 
of the joint cavity and the age of the wound. Where 
there was little contamination and small likelihood of 
infection, the joint capsule was closed, the skin being 
left unsutured as usual. Where a minor degree of 
infection was probable, a paraffin-gauze drain was in- 
serted but when there was considerable contamination 
and likelihood of infection, the joint capsule was left 
open, the ordinary sulphanilamide paraffin-gauze dress- 
ing being applied. The joint was then immobilised in the 
neutral position—the elbow in a padded plaster cast, the 
knee on a Thomas splint with a Tobruk plaster. 

In 4 cases of small clean through-and-through or entry 
wounds of knee-joint, aspiration of the hzemarthrosis, 
before immobilisation was all that was necessary. 
Fully aseptic.conditions are essential for this procedure. 
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TABLE III—ABDOMINAL AND THORACO-ABDOMINAL WOUNDS 


North 


Visceral lesions ‘Africa | Sicily Italy Cases Deaths 
Stomach .. a. os 2 2 2 6 3 
Small intestines (suture) .. 4 2 2 8 4 
Resection 4 4 2 10 2 
Large intestines (suture and | 

exteriorisation) 3 3 1 7 1 
Colostomy .. 4 5 17 4 
Liver 6 , 1 12 3 
Spleen | 2 2 2 6 1 
Kidney 2 1 3 1 
Bladder | 3 2 5 10 a 
Large vessels os at 2 1 2 5 2 
Retroperitoneal hematoma | 3 8 6 17 1 
......| 29 | 30 | | 90 | 


PENETRATING ABDOMINAL WOUNDS 


Above all war wounds, those of the abdomen demand 
treatment as early as possible—not only to prevent or 
limit complications .but to save life. The death-rate 
rises with the time taken to reach the forward operating- 
centre. 

A vital preliminary to operation is resuscitation, and 
every effort was made only to operate on these cases 
during the optimum period. Abdominal exploration 
can be carried out either through the wound orsby a 
separate laparotomy, and the abdominal contents must 
be examined for injury systematically. As is seen from 
table 111, the large intestine was the commonest site of 
injury, though the small intestine easily takes second 
place. Double lesions naturally were frequent and 11 
out of 17 fatal cases had multiple lesions. 

There were 2 cases in which the missile had passed 
through the peritoneal cavity, and yet no visceral lesion 
was to be found, and recovery was without complication. 
Simple perforations of either small or large intestines 
were sutured and embedded, but in wounds of the large 
intestine cecostomy, colostomy, or exteriorisation were 
always carried out in addition. Where a loop of small 
intestine was severely injured or non-viable, it was treated 
by resection and end-to-end anastomosis, but with the 
large intestine a Paul’s procedure was adopted. In all 
cases blood was removed from the peritoneal cavity, and 
this was simplified by means of a sucker. Where the 
peritoneal cavity was soiled by intestinal contents, 
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sion (5 g.) was applied intraperitoneally before closing, 
and after operation this compound was also administered 
intravenously with the glucose-saline drip. 

Bladder injuries were always treated by suprapubic 
drainage, using if convenient the site of the wound in the 
bladder wall for the self-retaining catheter or tube. 

Liver and spleen were most often injured in thoraco- 
abdominal wounds, and usually (though not always) it 
was possible to deal with the injury trans-diaphragmatic- 
ally. Of 4 cases in which separate laparotomy had to be 

performed 3 were fatal, the extra shock and length of 
comaniien being factors additional to the greater extent of 
the intra-abdominal wounds made the laparotomy neces- 
sary. Severe bleeding from the liver was met only once, 
and controlled by mattress catgut sutures. The lacerated 
spleen was always removed. The holes in the diaphragm 
and pleura were closed after the hemoperitoneum and 
hzemothorax had been evacuated. 

Intraperitoneal bleeding from a wound in the kidney 
cortex was seen 3 times, and each time controlled by a 
mattress catgut suture ; the kidney wound was small and 
nephrectoniy was not performed. Once a small missile 
was-removed from the kidney substance. 

Postoperative care is as important as the operation, 
and the giving of fluids intravenously—plasma and 
glucose-saline, as indicated—together with gastric 
suction, are life-saving. These patients travel badly and 
must be held at the operation centre for this period of 
heavy nursing—usually about 10 days. Infection is 
combated by giving one of the sulphonamide com- 
pounds, such as sulphadiazine or sulphapyridine, in the 
intravenous glucose drip, close watch being kept on 
kidney functions. Two men died from renal destruction, 
the result of intravenous sulphadiazine, in spite of 
adequate fluid intake and alkalinisation. 

The abdominal and abdomino-thoracic cases totalled 
80, of which 65 were purely abdominal. The mortality- 
rates were oi% and 27% respectively, and the combined 
figure 22-5%. For intraperitoneal wounds the mortality- 
rate was 24°, Wounds of the abdomen, not necessarily 
penetrating the peritoneum but resulting in retroperi- 
toneal hematoma or injury to retroperitoneal organs, 
must be regarded just as seriously. Injury to intestinal 
blood-supply may necessitate exteriorisation of bowel, 
besides drainage of the retroperitoneal haematoma. 
Striking features of these retroperitoneal wounds were the 
degree of shock before operation, and troublesome 
distension and ileus after it. 


PENETRATING CHEST WOUNDS 

These fall into two main groups: (1) through-and- 
through wounds, caused by bullets or small missiles, 
not as a rule requiring major surgery ; (2) large sucking 
wounds causing considerable distress and urgently 
needing attention. 

In the first group, apart from a sulphanilamide dress- 
ing, aspiration of any hemothorax present (in order to 
relieve any respiratory or cardiac embarrassment) was all 
that was necessary. Few such cases were seen, for the 
patients were nearly always evacuated without passing 
through a field surgical unit. 

The second group were treated by a thorough and 
careful wound toilet and exploration. Bleeding inter- 
costal vessels (the most frequent cause of large heemo- 
thorax in this series) were ligated, shattered ribs were 
resected, and any loose portions were removed from the 
pleural cavity and occasionally from the lung. The 
hemothorax was evacuated through a sucker, and in 4 
cases sutures were needed to control bleeding from the 
lacerated luhg itself. The wound was then closed in 
layers, after local sulphanilamide had been applied and a 
paraffin-gauze drain inserted down the muscle layer. 
Provided no tension was required, the skin was closed 
also, and if possible the patient was held until the sutures 
had been removed. Any heemothorax that re-formed was 
removed by aspiration, and these wounds healed very 
satisfactorily ; only 4 became infected and in one of these 
closure had been partial because so much parietal tissue 
had been lost. 

The mortality-rate for these sucking chest wounds was 
8°4. Chest and thoraco-abdominal wounds combined 
had a mortality-rate of 18%. No case in which the pleura 
had not been penetrated was fatal. 


PENETRATING HEAD WOUNDS 


The aims of forward surgical treatment for these 
wounds were: (1) prevention of further infection ; (2) 
prevention and treatment of complications such as 
extradural and subdural hemorrhage ; (3) rendering the 
case fit for evacuation to a special head centre as early as 
possible. 

The wounds most often requiring attention by a field 
surgical unit were compound depressed fractures, with 
involvement of middle meningeal vessels or pressure 
effects from a subdural hematoma. Very careful and 
thorough wound toilet was always carried out after the 
scalp had been completely shaved and cleansed. Any 
extruding brain material or loose bone fragments were 
gently mopped away, and when there were pressure 
effects or bleeding needing control the perforation 
through the bone and dura was enlarged. The hema- 
toma, and on 4 occasions the missile, being removed, and 
the bleeding points controlled, the wound was closed 
either with a flavine pack, loosely sutured into place, or 
by formal closure suturing the layers of the scalp, with 
drainage. 

These patients travel well and can be evacuated soon 
after recovering from the operation. Chemotherapy 
was maintained orally with sulphadiazine (when avail- 
able); sulphanilamide, and more particularly sulpha- 
thiazole, were not employed locally. 

The mortality-rate was high (39%), forall the patients 
were very seriously wounded and almost moribund on 
arrival at the operating centre. Usually they had other 
wounds in addition, which made operation lengthy. 

BURNS 

Petrol burns are common in these days of mechanised 
warfare, and often they were very extensive, besides 
being complicated by wounds. In tank casualties the 
mortality-rate was very high. 

As is well known, the treatment of shock is of para- 
mount importance in these burn cases, and it is fafal 
to attempt any local treatment before completion of 
resuscitation, which may require over 24 hours. Local 
treatment consisted of gentle but therough cleansing 
with soap and water and flavine, with removal of dead 
skin and dirt, and sulphanilamide and paraffin-gauze 
dressing, care being taken that excess sulphanilamide is 
not absorbed from extensive raw surfaces. One patient 
was seen that had been covered from head to foot with 
sulphadiazine ointment and died from renal destruction. 
With phosphorus burns greasy applications should be 
avoided. 

Pentothal was the anesthetic of choice. 


TABLE IV—DEATHS, INCLUDING POSTOPERATIVE FOLLOW-UP 


| i 

Wound region (a8 cates) (185 | Total 
Head és is 3 3 1 1 7 
Thorax... 1 1 
Thoraco- abdominal 3 1 aie 4 
Abdomen 3 7 5 15 
Limbs and buttock 4 1 pods 5 
Amputations iG 1 1 j 2 
Burns 3 | 5 
Face and neck ar 2 1 
Gas gangre ne ee 6 oP 3 | 9 

DEATHS 


The causes of death are shown in table Iv. Except 
for one ‘acute abdomen ’”’ all these deaths occurred 
among the more serious battle casualties, and in calculat- 
ing the true mortality-rate the non-battle casualties (128), 
and the minor cases (298) should be excluded. For the 
whole series the figure stands at 3-9%, but with these 
exclusions the percentage rises to 5-5. The Italian 
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THE 
figure is 8%, admittedly over a smaller numerical range ; 
on the whole the wounds were more serious, the majority 
being massive shell-wounds. 


SUMMARY AND CONCLUSIONS 

In a series of almost 1000 major battle casualties 
treated in a field surgical unit, flesh wounds of limbs 
(including buttock) accounted for 40%, bone and joint 
injuries 30%, penetrating abdominal (including thoraco- 
abdominal) wounds 8%, penetrating chest wounds 4%, 
and penetrating head al ae 2%. 

The mortality-rate, based on a follow-up as far as was 
possible, was 5-5%. Figures for the various regions of 
the body are also given. 

Work in the forward area call for good judgment, 
quick decision, a certain degree of tec hnical skill, powers 
of improvisation and stamina. In battle casualties as in 
other surgical cases a good initial operation prevents 
much suffering, may preserve limb or life, and hastens 
recovery. Hence this work should be approached with 
care and thought, and not regarded as simple and minor 
surgery. 

Thorough wound toilet, and immobilisation are the two 
main essentials : but each case has to be treated on its 
own merits, every effort being made to minimise infec- 
tion, relieve tension, and secure comfortable and safe 
transportation. 

I desire to thank Brigadier J. M. Weddell, ams, consulting 
surgeon, Allied Force Headquarters, and Colonel C. Donald, 
AMS, consulting surgeon, 8th Army, for their great help to me 
w hile working with the field surgical unit, and Lieut.-Colonel 
P. B. Ascroft, Ramc, for reading and criticising this article in 
draft. 

No praise can be too high for the work of L/Cpl. G. Ritchie, 
RAMC, and the orderlies and drivers of the unit. 
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VARIOUS drugs have been used in myasthenia gravis 
and there are numerous reports of benefit from such 
substances as glycine, guanidine and potassium chloride. 
In 1930 Edgeworth reported that when she took 
ephedrine by mouth she had relief of asthenia, dys- 
phagia, diplopia and disturbance of speech. Later she 
indicated continued improvement on a daily dose of 
grain } of ephedrine sulphate (Edgeworth 1933). Follow- 
ing these reports several accounts were given of the 
efficacy of glycine and guanidine in combination with 
ephedrine. 

In 1935 Walker first described the use of ‘ Prostigmin’ and 
shortly afterwards reports of successful treatment with this 
drug were published by Pritchard (1935), Pritchard and 
Walker (1935), Everts (1935) and Viets, Mitchell and Schwab 
(1937). The combination of prostigmin with ephedrine seems 
to have been suggested by various investigators (Boothby 
1936, Laurent and Walker 1936, and Macfarlane 1937) though 
few detailed case-reports were actually published. 

Viets and Schwab, who in 1935 had reported the successful 
treatment of 3 out of 5 cases with ephedrine alone by mouth, 
later summarised results over several years and stated that 
ephedrine increased the effect of prostigmin in 41 out of 43 
cases (Viets and Schwab 1939). In 1940 Thornton said that 
ephedrine alone by mouth had no obvious clinical effect on 
a girl of 13, yet when ephedrine gr. 1 with prostigmin 1 mg. 
was given parenterally the clinical improvement was much 
greater than with prostigmin alone. 

More recently Schlezinger (1940) concluded that ephedrine 
alone is definitely beneficial and that it enhances the value of 
prostigmin when the two are administered together. 

We have studied the clinical response to prostigmin, 
to ephedrine hydrochloride, and to prostigmin with 
ephedrine, and have determined the effect of such 
therapy on the cholinesterase activity of the patients’ 
serum, 

METHODS 

Observations were made on ten patients who were at 

rest and showed definite signs and symptoms of myas- 
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gravis. Blood was from the ante- 
cubital vein before and at stated intervals after 
administration of the drugs. The cholinesterase activity 
of the serum was determined within 5 hours of with- 
drawal, by a manometric method previously described 
(Stoner and Wilson 1943). The clinical effect of the 
drug was judged by subjective relief of symptoms and 
objective reduction of ptosis, diplopia, dysphagia, 
dysarthria and asthenia. Prostigmin methyl sulphate 
(Roche) was used. 


PROSTIGMIN BY INJECTION : 
EPHEDRINE 

Prostigmin (1:5 mg.) subcutaneously.—In five out of 
six clinical improvement was evident within 15 min. and 
in the other after 30 min. The maximum was established 
in 60 min. when the patients felt much stronger and 
ptosis, dysphagia and dysarthria were almost absent. 
This effect was sustained during the next 30 min., but 
2 hours after the injection there was definite ptosis and 
a return of dysphagia and nasal speech. Diplopia was 
not relieved. 

Prostigmin (1:5 mg.) with ephedrine hydrochloride gr. 1 (64 
mg.).—All six patients showed a definite response within 
15 min. An hour later there appeared to be very little 
difference from the effect produced by prostigmin alone 
on the extra-ocular and bulbar symptoms. The patients 
stated that they felt stronger than after prostigmjn alone 
and this increase of strength was confirmed by com- 
parative ergograph studies. A significant feature of the 
combined injections was the relatively long relief of 
symptoms; in two 
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On the other hand, 

after combined therapy the maximum inhibition was slightly 
greater and depression of cholinesterase activity was main- 
tained longer. After 180 min., when the inhibition was 20%, 
the patients were still free from signs. 

Prostigmin (2-5 mg.) subcutaneously.—The effects of 
a larger dose of prostigmin were observed in three 
patients. In all three clinical improvement followed 
within 15 min. of the injection and for an hour there 
were no clinical signs. In all cases ptosis, dysphagia 
and dysarthria were evident 90 min. after the injection. 

Prostigmin (2-5 mg.) and ephedrine hydrochloride gr. 1 
subcutaneously.—During the first hour after the combined 
injection there was very little défference from the response 
produced by prostigmin alone. The one outstanding 
feature was that the patients felt much stronger after 
2 hours than they did when prostigmin alone had been 
given. It is also noteworthy that there was no evidence 
of the return of signs till 3 hours after the injection. 

The curves for the average inhibition of cholinesterase 
activity of the serum from the three cases is shown in fig. 2 
Where prostigmin alone was used there was a rapid decrease 
in the esterase activity within 15 min. ; the average maximum 
inhibition produced was 49°, ; 90 min. after the injection 


30 60 30 120 150 180 
MINUTES 


1. The activity of the serum cholinesterase is expressed as QCO,, 
the amount of carbon dioxide (u1) evolved from acetylcholine by 
the serum («1)in 1 hour. The inhibition of cholinesterase activity 
is expressed as the percentage decrease in QCO,; the level of the 
serum withdrawn just before medication being taken as zero. 
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the inhibition was 24°, and 3 hours after it was 16°,. It is 
interesting to note that when there was a decrease in esterase 
activity of as much as 24°), the return of weakness in the 
craniopharyngeal musculature was beginning to be evident. 
When ephedrine was given in combination with prostigmin 
there was very little change in the maximum inhibition which 
was attained in about the same time. As with the smaller 
dose of prostigmin (1-5 mg.) the inhibition was sustained 
much longer. At 3 hours the average curve showed a decrease 
in esterase activity of 25°, and though at this time the ptosis 
and dysphagia were beginning to be manifest the general 
muscle tone in the arms and legs was still well maintained. 


PROSTIGMIN BY MOUTH : PROSTIGMIN WITH EPHEDRINE 

Prostigmin (15 mg.) by mouth.—Relief of signs and 
symptoms began, in seven out of eight cases, 45-60 min. 
after the tablet had been taken ; there was considerable 
relief from dysphagia, ptosis and dysarthria, though 
diplopia was unaltered. The effect on asthenia was 
variable but most of the patients experienced some 
increase in muscle power. After 3}—4 hours there was a 
quick return to pre-treatment condition. In one case 
very little subjective or objective improvement was 
observed except for a short time 90 min. after the therapy. 

Prostigmin (15 mg.) and ephedrine (gr. 1) by mouth.— 
The effects of combined oral therapy were not quite so 
clear as the effects of combined parenteral treatment. 
In seven patients clinical improvement was usually 
manifest within an hour; compared with prostigmin alone, 
there seemed to be very little difference in its intensity. 
In all these patients, however, the period of clinical 
improvement was extended up to 5 hours. Compared 
with prostigmin alone, the effects of combined therapy 
on muscle power were variable. In five cases there was 
a much greater relief of asthenia ; one patient stated that 
she felt much stronger in the legs, though the effect 
on the extra-ocular and bulbar symptoms did not last 
any longer than with treatment by prostigmin alone ; 
one showed no improvement. 

The remarkable feature about the curve for the average 
inhibition of the cholinesterase activity of the serum (fig. 3) 
by prostigmin alone is that at the period of maximum clinical 
effect—that is, at 1 hour—the average inhibition was only 
13%. When the signs were beginning to reappear the inhi- 
bition level was the same as at 1 hour. The addition of 
ephedrine seemed to produce a slow steady decrease in 
esterase activity so that the inhibition reached in 3 hours 
was approximately the same as the maximum inhibition for 
prostigmin alone. Thus, in contrast to the effect of combined 
parenteral treatment, the combined oral therapy increased 
neither the rate nor the amount of esterase inhibition. 


EPHEDRINE ORALLY AND SUBCUTANEOUSLY 


Observations were made on five patients. One had 
some relief of asthenia in both legs and arms about 
1 hour after ephedrine hydrochloride (gr. 1) by mouth, 
which lasted for 6 hours; there was no change in the 
extra-ocular or bulbar signs and symptoms, but there 
was a definite increase in muscle power of her legs and 
arms. In the remaining patients there was no clinical 
response to ephedrine whether parenterally or by mouth. 
The observations on one patient had to be abandoned 
after 90 min. and on three patients after 3 hours because 
they became exhausted. No change in the cholines- 
terase activity of the sertim of the five patients occurred 
during the period of observation. 

DISCUSSION 

There is general agreement about the relief of symp- 
toms and signs of myasthenia gravis by prostigmin. 
Particularly is this so of those signs which signify a 
disturbance in the muscles supplied by the somatic 
and branchial efferent cranial nerves. The action of 
prostigmin when given parenterally begins within 5-15 
min., reaching its maximum in 1 hour, and lasts 2-38 
hours. When the oral route is used, it begins in 45-60 
min. and lasts about 3 hours. 

Our results provide little if any evidence of relation- 
ship between the inhibition of serum cholinesterase and 
the clinical effect of prostigmin. While prostigmin, 
either parenterally or by mouth, produces definite 
clinical improvement, its effect on the rate and also the 
extent of the inhibition of serum cholinesterase depends 
on the method of administration. Thus parenteral 


administration produces a 33-50% maximum inhibition 
which is transient ; and when it falls to 18-19%, clinical 
signs of myasthenia gravis begin to appear. On the 
other hand oral administration of prostigmin produces 
a maximum inhibition of only 13°, during which there 
is definite clinical improvement. . 

It may be argued that the inhibition of serum 
cholinesterase activity is not an index of the inhibition 
of muscle cholinesterase and that a return of serum 
cholinesterase activity to pre-treatment level does not 
reflect the state of affairs if the muscle. Odom, Russell 
‘and McEarchern (1943) found the serum-cholinesterase 
activity after injection of prostigmin returned to pre- 
injection level while the myogram of the patient was 
still normal. They attributed this persisting effect of 
prostigmin on the muscle to a lowering of muscle 
cholinesterase. But Stadie and Jones (1938) found that, 
in vitro, prostigmin depressed cholinesterase activity of 
muscle from normal and myasthenic persons only in 
doses well beyond the therapeutic range. 

Recent work on the nature of myasthenia gravis 
indicates that the essential lesion is a partial block in 
neuromuscular transmission. Harvey, Lilienthal and 
Talbot (1942) put this down to a combination of 
(a) lowering of the excitation threshold of the muscle, 
and (b) inadequate release of the transmitter substance, 
acetylcholine. Wilson and Stoner (1943), on the other 
hand, provide evidence that the serum of patients with 
myasthenia gravis exerts a curariform action and suggest 
that the partial block is due to the action of a substance 
circulating in the blood. 

Prostigmin has been shown to have two types of 
action. It inhibits cholinesterase activity (Stedman 
1926, Schweitzer, Stedman and Wright 1939), and it is 
also capable of reversing the block in neuromuscular 
transmission produced by curare and some quaternary 
ammonium salts (Briscoe 1936, 1937, Cowan 1938). 
Such a dual action might explain our failure to correlate 
the clinical effects with the inhibition of serum- 
cholinesterase activity, for the anti-curariform action 
of prostigmin is possibly independent of the inhibition 
of cholinesterase activity. 

The results of combined therapy with prostigmin and 
ephedrine show certain well-defined features. In all 
cases combined parenteral administration increased the 
degree and duration of relief from symptoms. As far as 
the extra-ocular and bulbar signs are concerned, the out- 
‘standing effect of adding ephedrine was relief of diplopia. 
Where diplopia was not relieved by prostigmin alone, it 
was alleviated during the combined therapy. » There did 
not seem to be any similar increase of effect on any of 
the other signs and symptoms related to the muscles 
supplied by the somatic and branchial efferent cranial 
nerves. The effect on asthenia was definitely superior 
to that of prostigmin alone; the patients volunteered 
this without being questioned and in some cases ergo- 
graphic records provided confirmation. The increase in 
strength of voluntary contraction of the skeletal muscles 


of the upper and lower limbs was outstanding, especially * 


as prostigmin alone did not in some cases afford much 
relief of asthenia. As far as duration of effect was con- 
cerned, the increase was between 3 and 4 hours. One 
of the patients who required 2-5 mg. prostigmin every 
hour was maintained on combined therapy by injection 
every 4 hours. Indeed, overnight the effect was often 
sustained for 6 hours. 

How far these effects of prostigmin and ephedrine can 
be associated with increased inhibition of serum- 
cholinesterase activity is difficult to determine. Certainly 
a parallel exists in so far as the inhibition was maintained 
at a lower level for a longer period, but the cholinesterase 
activity at the end of 3 hours was about the same level 
as for prostigmin alone, though there was no return of 
symptoms and certainly relief of asthenia was in some 
instances quite evident 10 hours after the injection. 
This suggests that while the addition of ephedrine may 
increase the prostigmin inhibition of serum, some 
mechanism besides depression of cholinesterase activity 
is involved in producing the peculiarly beneficial effects 
of prostigmin and ephedrine therapy. 

That adrenaline potentiates the action of acet yicholine 
on skeletal muscle has been shown by Gruber (1914) and 
by Dale and Gaddum (1930). Some interesting observa- 
tions have recently been made by Biilbring and Burn 
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(1942) who studied the effect 
the cat gastrocnemius of adrenaline, ephedrine and 
prostigmin. They found that when ephedrine was 
injected in the presence of adrenaline and prostigmin it 
produced an increase in muscle tension, whereas when 
adrenaline was omitted ephedrine failed to augment the 
action of prostigmin. They suggest that these effects 
are produced by two mechanisms. In the first place, 
adrenaline augments the action of prostigmin by 
potentiating the action of the acetylcholine which. is 
protected from hydrolysis by prostigmin. In the second 
place, adrenaline increases the action of prostigmin by a 
mechanism as yet unknown because adrenaline augments 
to a much less extent the effects of eserine, and prostigmin 
augments the constrictor action of adrenaline. 

these results have any relevance to the use of 
ephedrine in the treatment of ‘myasthe nia gravis, then the 
effect of ephedrine would largely be determined not only 
by the initial level of adrenaline and the ability of 
ephedrine to prolong the action of adrenaline, but also 
by the availability of acetylcholine. Our results seem to 
indicate that, whatever its mechanism’ of action, pros- 
tigmin is necessary in order to render available sufficient 
acetylcholine at the neuromuscular junction. It is quite 
probable that ephedrine acts by prolonging the action of 
adrenaline ; but whether the adrenaline then augments 
the action of acetylcholine protected by prostigmin, or 
whether adrenaline potentiates the anti-curare action of 
prostigmin is a question which can only be settled by 
further investigation. The indications are that since 
ephedrine produces a greater effect on the spinal muscles 
than on the ¢ ‘aniopharyngeal muscles—an effect clearly 
not explicable in terms of any change in prostigmin 
inhibition of cholinesterase activity—the latter explana- 
tion is the more probable. 


on the twitch tension of 


SUMMARY AND CONCLUSIONS 


The clinical effects of administering ‘ Prostigmin,’ 
ephedrine, and prostigmin in combination with ephedrine, 
have been studied in ten cases of myasthenia gravis. 

No direct relationship was found between the clinical 
effects and esterase inhibition of the serum. 

The clinical effects of prostigmin are attributed to a 
dual action—inhibition of cholinesterase activity and 
neutralisation of a substance, circulating in the blood, 
which produces a partial block in neuromuscular 
transmission. 

The action of prostigmin with ephedrine is much 
greater than that of prostigmin alone. The advantage 
cannot be entirely attributed to increased inhibition of 
serum cholinesterase. An explanation is advanced for the 
more prolonged effect. 

Administration of ephedrine by itself produced clinical 
improvement in only one case. In none did it alter the 
cholinesterase activity of the serum. 
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Sheffield Royal Infirmary, for clinical facilities and for access 
to the cases under their care. It is a pleasure also to acknow- 
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OCULAR SIGNS OF RIBOFLAVIN 
DEFICIENCY 


W. J. WELLWoop FERGUSON, 
SENIOR OPHTHALMIC SURGEON, SHEFFIELD ROYAL INFIRMARY ; 
LECTURER IN OPHTHALMOLOGY IN THE UNIVERSITY 


In 1940 Sydenstricker et al. described certain ocular 
signs and symptoms which responded to riboflavin 
therapy. The symptoms were photophobia, sensations 
of burning or roughness of the eyelids, visual fatigue, 
and sometimes impairment of visual acuity in the 
absence of refractive errors or pathological changes in 
the, me dia. The commonest sign was “ circumcorneal 
injection,” often with invasion of the cornea by capillaries 
from the limbic plexus. 

They also observed superficial corneal nebule, and, 
more rarely, interstitial or deep opacities. In a number 
of cases they recorded abnormal congestion and pig- 
mentation of the iris, which frequently disappeared 
during administration of riboflavin. In addition they 
mentioned mydriasis and, in elderly persons, cataract. 

The corneal vascularisation was described as arising 
from the already engorged and proliferated vessels of 
the limbic plexus, in the form of great numbers of 
capillary loops, from the apices of which appeared small 
eapillaries running centripetally, which later anastomosed 
to form another series of loops. From these in turn 
further streamer-like capillaries appeared, from which 
further loops and streamers were formed, gradually 
encroaching more and more on the cornea. In some 
cases corneal opacities developed. The whole vascular 
plexus thus formed was predominantly superficial, and 
the vessels were so fine as to be best observed by 
retro-illumination. 

These observations led many workers to examine the 
eye for signs of riboflavin deficiency, and their findings 
varied widely. Some, taking the so-called circumcorneal 
injection as the outstanding sign, have reported up to 
100% of positive results (Borsook et al. 1943), while 
others have cast doubt on the existence of any corneal 
or ocular manifestation of this deficiency. Tisdall and 
others (1943) report abnormal vascularisation in all but 
one of 198 RCAF personnel examined. Their flying 
duties exposed them to glare over expanses of water, and 
Tisdall includes proliferation of the limbic plexus as # 
physical sign, even in the absence of abnormal vasculari- 
sation of the cornea itself. In 67% specific inquiry 
elicited visual symptoms including irritability of the 
eyes, and riboflavin given in large doses for two months 
decreased both the vascularity and the symptoms. 

Since 1940 I have been engaged in examining groups 
of people with the slit-lamp and I have had the advan- 
tage of discussing and examining cases with Professor 
Sydenstricker on several occasions. I feel that misinter- 
pretation has arisen largely through lack of experience 
in the use of the slit-lamp, through imperfect under- 
standing of the normal variations of the appearance 
and vascularity of the limbus and through inclusion of 
corneal vascularisation due to other causes than riboflavin 
deficiency. I am satisfied, however, that a group of 
sases does exist which exhibit corneal vascularisation, of 
a particular recognisable type, which rapidly diminishes 
when riboflavin is given in sufticient doses, 


MB GLASG 


DEFINING THE NORMAL 

The limbic plexus is the circle of capillaries which 
surrounds the corneoscleral junction and is formed by 
anastomosis of the terminal branches of the posterior 
conjunctival vessels with the anterior conjunctival 
vessels, 

The posterior conjunctival vessels are largely derived 
from the palpebral tarsal arcades and ere more super- 
ficial than the anterior vessels ; they are freely mobile 
with the conjunctiva. The anterior conjunctival vessels, 
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which are derived from the anterior ciliary branches 
of the ophthalmic artery, lie deeper and are not freely 
movable with the conjunctiva. Both groups run for- 
wards towards the corneoscleral junction, at or near 
which they anastomose to form a circle of capillary loops 
: or arcades surrounding the cornea. 

The limbus cornee is a narrow band, surrounding 
the true cornea, combining elements of both cornea 
and sclera. It is more or less transparent, and by 
reflected light its transparency may appear to verge 
on that of the cornea proper ; but when viewed with 
the slit-lamp by direct illumination it has a milky. or 
ground-glass appearance. This is important, because 
vessels which by reflected light appear to be on the 
true cornea may be shown by direct light to be on the 
limbus. The limbus cornez shares in the vascularisation 
of the corneoscleral junction, and not infrequently one 
or more loops of the limbic plexus lie within it. The 
width of the limbus varies fairly widely in different 
individuals and often in different sectors ; it is commonly 
wider, and the plexus upon it more pronounced, at 3 and 
9 o'clock. 

Further, the method of anastomosis of the anterior 
and posterior conjunctival vessels around the limbus 
varies. Fig. 1 illustrates four typical varieties, from 
which it will be seen that formation of capillary loops 
at the corneoscleral junction, and on the limbus itself, 
can be regarded as normal. It is only the extension of 
loops and streamers to the true cornea that is outside 
the limits of normality (fig. 2). 

The limbic plexus becomes congested and engorged 
on the slightest provocation, and engorgement is seen 
with all varieties of conjunctivitis, however slight, and 
also with deeper-seated inflammation, such as _ iritis 
‘or keratitis. It is also common in those whose eyes 
are much exposed to heat, wind or dust. Hence I 
doubt whether it is of any value in the diagnosis of 
vitamin deficiency, especially as many cases with definite 
corneal vascularisation of the type attributed to lack of 
riboflavin show no congestion of conjunctival or limbic 
vessels. It is unfortunate that the term ‘“ circum- 

3 corneal injection ” has been used at all in this connexion, 
; for it may suggest the deep ciliary injection—sometimes 
called circumcorneal—which accompanies iritis, irido- 
cyclitis, keratitisand glaucoma. To avoid this confusion, 
congestion of the limbic 
plexus should be referred 
to as such. 

It will be evident that 
close study of the vas- 
cular system of the 
limbus cornez is neces- 
sary before an observer 
is competent to decide 
what comes within the 
range of normality and 
in doubtful cases to deter- 
mine whether vascular- 
isation is in the limbus 
cornez or on the cornea 
proper. When he also 
has to say whether ab- 
normal corneal vascu- 
larity is due to causes other than vitamin deficiency, 
considerable experience is needed to avoid mistakes. 


Fig. 2—Corneal invasion, 
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; The vascularisation attributed to lack of riboflavin is 
an extension of the normal limbic vascular system to the 
true cornea. From the apices of the existing limbic 
loops appear fine vessels running more or less towards 
the true cornea ; these ‘‘ streamers ” in turn anastomose 
with one another to form further loops, from which 
further streamers and, in turn, loops may be formed. 
The true cornea may thus become further and further 
vascularised. These vessels run superficially, immedi- 
ately under the epithelium, and are of such small calibre 
that they are mostly invisible even with an ordinary 
binocular loupe. With the corneal microscope and slit- 
lamp they show best when observed by light reflected 
from the iris, and they may readily be missed by direct 
corneal illumination. By reflected light they appear as 
very fine cobweb-like lines and, by careful observation and 
focusing, the blood corpuscles may be seen in silhouette 
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Fig. |—Normal variations of limbal plexus. 


Posterior superficial conjunctival vessel. 
~--++-- Anterior deep conjunctival vessel. 
A—A = Corneoscleral junction. 

B B = Margin of limbus cornez. 


flowing along them, the circulation being usually irregular 
and spasmodic. Vascularisation of this type should be 
visible all around the corneal circumference and not in 
isolated patches, though it need not be present to the 
same depth in both cornew simultaneously. Localised 
patches of fine vascularity can usually be traced to some 
antecedent corneal inflammation. 

Gregory (1943) emphasises the significance of corneal 
vascularisation, as opposed to limbic congestion, as the 
diagnostic feature. There is good evidence that it can 
be produced in animals by keeping them on a riboflavin- 
deficient diet (see Pirie 1943). 

I have so far failed to find any signs of the deepe 
corneal vascularisation described by Sydenstricker, or 
any evidence of the development of corneal inflammation 
or opacities as a result thereof: possibly many of the 
cases observed in the USA, especially among the coloured 
population, may exhibit a more advanced picture than 
in those in Britain. Ihave also seen no cases of associated 
iritis or cataract in any stage. 

This type of corneal vascularisation is often associated 
with visual fatigue, but I have never found any fall in 
visual acuity which could not be corrected by suitable 
glasses or was otherwise accounted for’ by some pre- 
existing ocular defect. A large proportion show signs, 
other than ocular, suggesting riboflavin deficiency, such 
as fissures at the angles of the mouth, dryness and 
scaliness of the skin (often on the face), a history of dry 
lips inclined to crack, and redness at the apex of the 
tongue. Administration of riboflavin in sufficient doses 
is rapidly followed by an improvement in the subjective 
symptoms and by decrease in the circulation in the 
abnormal corneal vessels, which altogether ceases in 2—3 
weeks, the vessels remaining as extremely fine empty 
threads in which no active circulation can be seen. 

I shall not here discuss in detail the differential 
diagnosis between this type of corneal vascularisation 
and the many other forms; but it may be said tlt 

vascularity resulting from deep-seated corneal inflamma- 
tion, such as interstitial keratitis, is deeper, the vessels 
being larger, and the distribution of the broom-head 
type. Vascularity following superficial corneal inflamma- 
tion or ulceration is much grosser, being easily visible 
with a binocular laupe, and is localised to the corneal 
areas affected by the inflammatory process—e.g., in acne 
rosacea keratitis, in which incidentally, like Fish (1943), 
I have seen no improvement from administration of 
riboflavin. The pannus of trachoma, or that arising 
from other local irritation, is characteristic and should 
cause no difficulty. 
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INCIDENCE AND EFFECTS OF TREATMENT 


Of 250 patients examined in the ophthalmic depart ment 
of the Royal Infirmary, Sheffield, most of whom attended 
for the correction of errors of refraction or with symptoms 
of ocular fatigue, 76 were found to have abnormal corneal 
vascularisation ; but of these only 17 were classified as 
probably due to riboflavin deficiency, final diagnosis 
being left until the response to treatment with this 
vitamin (only) was ascertained. Unfortunately 7 did not 
remain under observation long enough for conclusions, 
but the remainder all improved under the treatment. 
The outstanding symptom was mild photophobia with 
a heavy or burning sensation in the eyes (14 out of 20 
cases); in 3 there was some lacrimation, and in 7 visual 
fatigue was easily induced. Small doses of riboflavin 
(8 mg. daily), while reducing these symptoms, caused 
only slow improvement as regards the corneal circulation ; 
but 10 mg. daily led to much more rapid diminution in 
the circulation, usually complete in 3-4 weeks. In one 
case treated in 1942 the abnormal circulation remains 
absent though no riboflavin has been taken for a year, 
and in all the other patients, who have been under 
observation for less than 18 months, the improvement 
following treatment has so far been maintained. Syden- 
stricker reports a case in which abnorinal vascularisation 
of the cornea developed while the patient was taking 
5 mg. riboflavin daily, but immediately began to regress 
when the dose was increased to 15 mg. 

The table shows the findings in four different groups 
examined at various places because of ocular symptoms 
or disabilities. Those in groups 1 and 2 were at the 


INCIDENCE OF SIGNS ATTRIBUTABLE TO RIBOFLAVIN DEFICIENCY 
IN PERSONS COMPLAINING OF OCULAR SYMPTOMS 


(A) (B) (C) 
Group Total | _Vomes 

— Glossitis dermatosis 

1. Industrial workers .. lll 7 | 2 — 

2. Students ee 23 1 

3. Institutional inmates 48 5 3 as 

| 

4. Outpatients . 250 20 | 7 12 

Those included in columns B and C are also included in 


column 


same time examined by Professor Sydenstricker, who 
confirmed the results. Few figures of the incidence of 
the corneal condition in Great Britain have previously 
been published (see Kodicek and Yudkin 1942, Scar- 
borough 1942). 

SUMMARY 

Variations in the normal limbic eapillary distribution 
are discussed. 

Abnormal corneal vascularisation of a clinically 
recognisable type’ and with very mild symptoms was 
found in 7-8% of 422 persons attending at hospital or 
elsewhere for treatment. In 13 cases in which the effect 
of riboflavin treatment was studied over an adequate 
period it resulted in cessation of the abnormal corneal 
circulation. 

No claim is made that riboflavin deficiency is the only 
cause of the corneal condition described. 
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Line PuysicaL Mepicat AssocraTion.—-The Easter holiday 
course will be held at St. Paul’s Girls School, Hammersmith, 
from April 12 to 18. Lecturers will include Mr. R. Watson- 
Jones and Lieut.-Colonel J. W. T. Patterson, Further infor- 
mation from the secretary of the association, Hamilton House, 
Bidborough Street, W.C.1. 
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TROPICAL EOSINOPHILIA 


G. PARSONS-SMITH, MA CAMB, 
SQUADRON-LEADER RAFVR 


B. MRCP 


A NEW disease entity, seeming to be peculiar to certain 
parts of India, was described by lady n! last year. 
Its main features are severe spasmodic bronchitis, leuco- 
cytosis, and high eosinophilia. Its causation is not 
understood ; it is not considered to be an allergic state. 
The following case, which resembled those described 
by Weingarten, and showed the same response to 
arsenic, developed in Egypt. 

An English airman, aged 28, with no previous history of ill 
health, and no significant family history, had been in Egypt 
for 10 months, stationed near Cairo. His illness in its early 
stages was not observed, but consisted in gradually increasing 
malaise and nocturnal cough associated with orthopnaa. 
These symptoms gradually increased, and he was admitted 
to hospital after about 70 days. 

A stocky mouth-breather, he complained of severe lassitude. 
He was afebrile, and had a hyperresonant barrel-shaped chest. 
There were widespread expiratory rhonchi and basal rales. 
The tip of the spleen was easily palpable. In the daytime 
he suffered from frequent violent attacks of coughing. The 
scanty sputum was viscid and bloodstained. At night he 
had mild but typical asthma, but the constitutional upset 
was regarded as too great to be attributable to uncomplicated 
bronchial asthma. 

Investigations.—The red cells were within normal limits 
throughout the illness. At first examination the white cells 
were 20,000 (polymorphs 45°), eosinophils 34%). No im- 
mature forms seen. Blood-sedimentation rate, 5 mm. first 
hour (Westergren). Kahn negative. The sputum was 
bloodstained and had a mixed flora ; no other abnormalities 
were noted. Examination of urine and stools was negative. 
The Casoni reaction and the ascaris patch test were also 
negative. Duodenal drainage yielded no abnormal findings, 
Radiography showed severe bronchitic changes. 

Course of illness.—Routine treatment including anti- 
spasmodics, gave no relief. His temperature did not rise above 
normal, After 3 weeks in hospital, on the 93rd day of illness, 
he was transferred to convalescent depot in the hope that 
change of surroundings might alleviate his symptoms. He 
was readmitted after about 3 weeks, in no way improved. He 
still had bronchial spasm and malaise ; the spleen was 
palpable. White cells 9300 (polymorphs 54%, eosinophils 
19%). 

Arsenical treatment was instituted on the 117th 
0-3 g. of neoarsphenamine being given intravenously. 
was followed 7 days later by 0-45 g. On the 127th day, 
white cells 12,600 ¢{polymorphs 45°, eosinophils 27%) ; 
the spasm in the chest was worse, and he had severe laryn- 
gitis. Neoarsphenamine, 0-45 g., was repeated on the 130th 
and 135th days ; 3 days later his chest condition had improved 
considerably ; white cells 12,900 (polymorphs 52%, eosino- 
phils 21%). Neoarsphenamine was again given on the 
143rd and 150th days. He was returned to duty on the latter 
day absolutely symptom-free with white cells 13,000 (poly- 
morphs 53%, eosinophils 14%). A week later white cells 
10,000 (eosinophils 8%). He was then perfectly fit; his 
spleen was no longer palpable and no other abnormal physical 
signs could be detected. Final blood-count on the 173rd day, 
white cells 10,600 (eosinophils 2%). 


-/0 
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The illness falls into three periods ; 70 days in which 
it became chronic ; 55 days in which hospital and con- 
valescent care produce ed no clinical improvement (at 
this stage Weingarten’s article arrived in the Middle East); 
and a treatment period lasting 32 days, after which he 
returned to work 

Of Weingarten’s 81 patients only 4 were Europeans. 
In many the illness had lasted for years, most of them 
having been diagnosed and treated as pulmonary 
tuberculosis or chronic bronchial asthma. LEosinophilia 
was present in all, the highest percentage recorded being 
88. In 1936 one patient already under observation 
contracted syphilis, and neoarsphenamine was pre- 
scribed. Weingarten noted that the eosinophilia de- 
creased and the symptoms vanished, but it was not until 
1938 that he realised that arsenic was a quickly-acting 
specific for the condition. Neoarsphenamine and ‘Acety- 


1, Weingarten, R. 
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larsan ’ have given equally good results. One case was 
treated with ‘ Stovarsol.’ 

In Weingarten’s cases, radiography of the chest.in the 
early stages showed a distinctive disseminate mottling 
of both lungs. ‘The average single focus was about the 
size of a split pea; it was found in the hilar and basal 
regions and represented, he considers, a bronchopneu- 
monic infiltration. This distinctive picture rarely lasted 
more than 4 weeks, and patients in whom the symptom 
become persistent showed only chronic bronchitic changes. 
The case described above was seen when the chronic 
stage had been reached, so the early picture could not. 
be expected. 

After the first two or three injections of arsenic, a 
slight increase in the total leucocyte count, as well as in 
the percentage of eosinophils, has been described. | This 
increase was observed in my patient. It occurred after 
the second injection and was accompanied by severe 
malaise and a transient deterioration of the chest con- 
dition. Subsequent injections produced a dramatic, 
rapid, and permanent cure. 

I wish to thank Squadron-Leader G. J. Aitken for the 
bacteriological investigations, and Air Vice-Marshal A. E. 
Panter, Kus, for permission to publish this case. 


IMPLANTATION OF TESTOSTERONE 
IN CAST PELLETS 


P.M. F. S. J. FoLLey 
D M OXFD D sc, PH D MANC 


Endocrine Clinic, Guy’s Hospital, and National Institute for 
Research in Dairying, University of Reading 


Deanesly and Parkes (1937) showed that slow absorp- 
tion and prolonged effect. could be obtained by sub- 
cutaneous implantation of compressed pellets of steroid 
hormones in animals, The effectiveness of this method 
of administration was first demonstrated in the human 
subject by one of us (Bishop 1938). Since that time 
compressed pellets of steroid hormones have been used 
constantly, both clinically and experimentally. 

The phenomenon of ghost formation was reported by 
Folley (1942, 1944) in connexion with compressed pellets. 
Soon after implantation, compressed tablets of steroid 
hormones or synthetic oestrogens become infiltrated 
with highly insoluble protein; on ether extraction, 
fragile bodies (ghosts) of approximately the same shape 
and size as the original tablet remain. The occlusion 
of the tablet pores in this way may be expected to retard 
absorption, and it seemed likely that this would introduce 
an unpredictable factor which would prevent accurate 
calculation of the rate of absorption of a compressed 
pellet of known dimensions, 

Pellets prepared by the solidification of a melt con- 
taining the active substance dissolved in cholesterol 
(cast pellets) have been used for the administration to 
rodents of carcinogenic substances (Shear 1936), steroid 
hormones and diethylstilboestrol (Shimkin and White 
1941). Subsequently, the absorption in rats of cast 
pellets of four pure steroid hormones was described by 
Deanesly and Parkes (1943). 

An investigation of the absorption in animals of cast 
pellets of pure hexcestrol was started by one of us 
(S. J. F.) at the beginning of 1943 in connexion with 
studies on ghost formation. It was considered unlikely 
that ghost formation could occur in cast pellets since 
they would presumably contain no pores, Hexcestrol 

roved unsatisfactory for such a study owing to the 
act that, in contrast to compressed pellets, cast pellets 
of this substance were either reduced to a ‘‘ mush ”’ or 
broken into discrete pieces within a short time of their 
in vivo implantation. On the other hand, the work of 
Deanesly and Parkes (1943) and our own study, described 
briefly below, show that cast pellets of pure steroid 
hormones do not suffer from this drawback, 


ABSORPTION OF CAST AND COMPRESSED PELLETS 

For over a year we have been studying, with par- 
ticular reference to ghost formation, the absorption of 
cast and compressed pellets of steroid hormones im- 
planted for clinical purposes in human subjects. Already 
the results with cast pellets of testosterone show features 


of sufficient practical interest to justify a preliminary 
account of this part of the work. 

The pellets, which weighed approximately 100 mg. 
each, were cylindrical, of mean radius 2-5 mm, and mean 
height 4:65 mm. They were accurately weighed and 
measured and implanted for varying periods into male 
subjects. After removal each pellet was re-weighed and 
quantitatively extracted with ether (Folley 1944). In 
agreement with Deanesly and Parkes (1943) there was 
no evidence of ghost formation in the interior of the 
pellets, though in most cases ether extraction revealed 
a surface membrane, The weight of the ether extracts 
were thus very close to the final weights of the pellets. 
The figure shows for comparison (1) the percentage 
losses in weight of the pellets, plotted as discrete points, 
and (2) an unbroken line drawn from the equation : 

(r — kt)? (h— =) 
rh 
representing the percentage decrease in weight A, at 
time ¢, of a cylinder of radius r and height h, which is 
undergoing solution at a rate proportional at any 
instant to the surface area. For the curve shown in 
the figure, k=0-009. 

The satisfactory agreement between the experimental 
determinations and the theoretical curve indicates that 
the in vivo absorption rate of a cast pellet at any instant 
is proportional to its surface area, allowing of the con- 
clusion that encapsulation, which was observed in most 
cases, has no progressive retarding effect as has been 
claimed for compressed tablets (Geist, Walter and 
Salmon 1940 ; Walter, Geist and Salmon 1940). The 
observed slowing up of absorption can be completely 
accounted for by the reduction in the area of the pellet 
consequent on absorption. The results given in the 
figure enable the effective life of cast pellets of testos- 
terone, of the dimensions used, to be estimated provided 
the threshold for the required biological response is known. 
Thus the initial absorption rate of our pellets was 
approximate- 
ly 11 mg. per 100 T peas T T T T T 
day, but by ‘ 
50 days this 6 
had been re- 
duced by a 
third. 

In many 
cases it has 
been possible 
directly to 
compare in 
the same sub- 
ject the ab- 
sorption of a 
cast pellet 
with that of 
pellet of simi- 0 20 40 60 80 100 120 140 160 180 200 220 
lar weight IMPLANTATION PERIOD (DAYS) 
implanted at 
the same Rate of absorption in the human of cast pellets of 

testosterone. 
time. The 
cast pellets were usually absorbed faster, but, perhaps 
because of the relatively rapid absorption of testosterone 
pellets, it has not been possible from the present data to 
decide with certainty whether the difference in favour of 
the cast pellets is greater than could be accounted for by 
their greater surface area (12% greater than that of the 
compressed pellets). Studies, as yet incomplete, with cast 
and compressed pellets of oestradiol, which are absorbed 
much slower with the result that the initial period is better 
defined, indicate however that cast pellets are initially 
absorbed. almost twice as fast as compressed pellets of 
12% smaller area, 


A= 100{ 1 


ABSORPTION PER CENT 


4 


CONCLUSION 

These experiments, which are continuing, indicate 
that cast pellets of steroid hormones are suitable for 
clinical purposes in humans since they do not disintegrate 
in situ and are uniformly absorbed at a predictable, if 
changing rate. 

We are indebted to Dr. A. C. Bottomley who derived the 
mathematical equation and to Messrs. Organon Laboratories 
L td. for the supply of pellets. 
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Medical 


ROYAL SOCIETY OF MEDICINE 
AT a meeting of the section of Urology on March 23 
with Mr. E. W. RICHEs in the chair, a discussion on the 


Treatment of Carcinoma of the Prostate 


Was opened by Mr. CLIFFORD Morson. He confined 
himself to surgical measures by request. 
cancer, he finds, resembles breast cancer in its tendency 
to form fibroblasts and to metastasis in bones. Spread 
from the prostate is by way of the lymphatics to the 
glands of the groin, the lymphatics of the pelvic cellular 
tissue to the iliac bones, and the lymphatics round the 
rectum to the posterior abdominal wall and thence to the 
vertebre and thorax. The triangular ligament, the 
seminal vesicles, and the rectal mucous membranes are 
never involved, though the triangular ligament may be 
pierced and the membranous urethra invaded. So-called 
radical operations, he said, can never be radical because 
it is impossible to take all the growth once it has spread 
outside the gland. In diagnosis, the palpation of a stony 
mass with no clear boundaries means advanced disease. 
Asmall nodule may be anadenoma. X rays will demon- 
strate calculi in the gland, and will show some metastases 
in bone, though not those in the vertebrae. Cystoscopy 
may reveal nodules and inflammation round the trigone, 
but in chronic inflammation of the gland and early 
malignant disease no signs are visible. Biopsy—on 
material obtained by the suprapubic or transurethral 
routes—may establish the diagnosis. <A feeling of gritti- 
ness on passing a catheter is a sign of malignancy when 
X rays have excluded calculus. Pain in the inner side 
of the thigh, and back and girdle pains are suggestive, 
especially when coupled with progressive loss of weight. 
Operations aim at eradicating the growth or relieving 
obstruction. In attempts at radical surgery the ureters 
must be transplanted and the bladder and prostate 
removed—a formidable proceeding. Having found that 
patients so treated do not survive longer than 5 years he 
has given it up; he finds the results of inserting radium 
needles no better. He has nothing but condemnation 
for castration, holding that there is no evidence that a 
single cancer cell is destroyed as a result of it. He 
quoted a Lancet annotation (Jan. 29, p. 156) in which it 
was stated that 5 or more years must be allowed to go by 
before, the value of the measure can be assessed ; but 
White, of Philadelphia, he said, had been castrating for 
carcinoma of the prostate in 1893; how much longer 
must we wait to assess its value ? If it had been really 
successful it would have been done as a routine ever 
since. Operations for the relief of obstruction include 
suprapubic cystotomy. endothermy and transplantation 
of ureters. The danger of sepsis, which stimulates 
growth of malignant tissue, makes endothermy undesir- 
able, but the other two methods can be useful. 

Prof. E. C. Dopps discussed the pioneer work by 
Huggins, of Chicago. on hormone therapy. Men, dogs and 
lions, Huggins found, are particularly liable to carcinoma 
of the prostate. For various reasons he has confined his 
observations to the first two. The prostate is known to 
be sensitive to androgens and cestrogens. In monkeys 
its growth before puberty can be encouraged with 
testosterone and androsterone. (Estrogens enlarge the 
normal adult prostate to the point of causing obstruction ; 
and if androgens are then given as well, the gland shrinks 
again and the obstruction is relieved. The prostatic 
fluid of the dog contains two enzymes, fibrolysin and 
phosphatase. The adult prostate contains considerable 
amounts of acid phosphatase, acting at a pH of about 
4-8. The amount increases at pubert¥ and remains high 
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till senescence. (Estrogens decrease the quantity and 
androgens increase it. The enzyme is normally present 
in the blood-stream, and in carcinoma of the prostate it 
increases ; on castration of the patient it decreases again. 
If an excess of oestrogen is given to an animal, he said, 
the secretion of the anterior pituitary lobe is inhibited. 
Huggins tried injections of cestradiol benzoate for car- 
cinoma of the prostate and found that symptoms of 
obstruction improved. Later he tried stilboestrol, which 
is active by mouth, and hexcestrol. He has not only had 
astonishing improvement in his cases, but has shown that 
if enough is given the acid serum phosphatase always 
diminishes. Huggins regards 3-2 units per 100 c.em. as 
the upper normal limit of acid serum phosphatase, 5-10 
units as suspicions of prostatic cancer, and over 10 units 
as indicating cancer and metastases. He has never 
claimed that stilboestrol does more than control the dis- 
ease, and as yet it is too early to say how long the 
improvement it induces will last. 

Dr. W. M. Levitt pointed out that if cestradiol proved 
to be a cure for prostatic cancer radiotherapy will become 
superfluous. English physicists, he said, have been 
largely responsible for improving the accuracy of dosage 
with deep X rays and making it possible to give a 
higher dose to a smaller volume of tissue. In prostatic 
cancer, however, an adequate volume of tissue must be 
irradiated, even if this means making dosage less. He 
quoted the work of Batson showing that spread fol- 
lows the pattern of the pelvic veins ; hence he holds it 
necessary to irradiate the whole pelvis. He finds that 
40-50% of patients without known metastases improve 
as a result of radiotherapy ; the duration of improve- 
ment, however, is variable. Sooner or later the growth 
metastasises or recurs locally. Infection is a trouble- 
some complication, which has been reduced by sulphon- 
amides. Hesuggested that combined hormone and radio- 
therapy might cure in some cases. Since X rays seem 
not to be tolerated well by patients taking oestrogens 
a course of oestrogens should be interrupted by a period 
of radiotherapy, and he called for a codperative test by 
several observers to assess the worth of this suggestion. 

Dr. W. L. HARNETT described the plan on which the 
British Empire Cancer Campaign, assess results of any 
type of treatment. Survival-rates are checked against 
average expectation of life of people in the same age- 
group. Judged in this way the results of treatment of 
carcinoma of the prostate, a disease of old age, are better 
than they appear at first sight. 

Mr. KENNETH WALKER disagreed with Mr. Morson 
about castration, believing that it relieves the symptoms 
of some patients. Hormone treatment is better, how- 
ever, in his view, since the idea of even evisceration of 
the testes is distressing to patients. —Mr. TERENCE MILLIN 
had also had good results from castration ; of 42 cases, 
90% had improved at first after testicular evisceration. 
It has been suggested, he said, that adenocarcinoma 
responds, but that carcinoma of the undifferentiated 
type is less affected. In using stilboestrol he gives 5 mg. 
daily by injection for 2-8 weeks and then 3 mg. daily by 
mouth. 

The CHAIRMAN had been impressed by the dramatic 
results of stilboestrol. He gives 1 mg. t.d.s. to begin with, 
and works up to as much as 20 mg. t.d.s. The largest 
dosage he has given was 3000 mg. in 11 months. About 
half developed mastitis after 500-600 mg., which is 
alleviated by cutting down the dose : the hormone should 
not be stopped on this account.—Dr. G. E. VinvanprRe, 
cautioning against enthusiasm, mentioned a man with 
secondaries in the sacrum and spine who was given little 
treatment, and who was alive and working—secondaries 
and all—four years later.—Mr. A. E. Rocue agreed that 
some patients might survive unexpectedly in this way. 
He finds that stilboestrol makes the patient look and feel 
better; and added that the expectation of life in this 
age-group is so poor in any case that it may almost turn 
out to be better to have the disease. 

A plea was made for a proper assessment of the effects 
of the hormone on the carcinoma cells by the cytologists. 
Mr. HuGH DONOVAN reminded the meeting that improve- 
ment in symptoms as a result of stilboestrol might be 
delayed for 2-3 weeks. He gives 1 mg. t.d.s. as a main- 
tenance dose.—Mr. KENNETH HERITAGE remarked on 
the difficulties of early diagnosis, and asked if anyone had 
experience of the use’ of Silverman’s needle for biopsy. 
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He gives 5 mg. of stilboestrol for 14—21 days, and if there 
is no improvement then does subcapsular orchidectomy. 
—Dr. L. R. W. Prick said that if a sufficient number of 
biopsy specimens are provided it is always possible to 
determine malignancy.—Mr. JOEL GABE wished general 
practitioners to be urged to send cases earlier, and would 
have them do a rectal examination in every case of 
persistent pain in thigh or back. He gives 5 mg. of 
stilbeestrol t.d.s. and gets improvement in about half 
his cases. 

Professor Dopps in replying said that there was no 
point in giving stilboestrol by injection: weight for 
weight it is more active by mouth.—Mr. Morson, 
released from obligation to speak on the surgical aspect, 
said that in cases of prostatic carcinoma his advice is to 
go straight ahead with stilboestrol, though the duration 
of improvement is still in doubt. 


NUTRITION SOCIETY 

A MEETING of the Scottish group was held in the West 
of Scotland College of Domestic Science, Glasgow, on 
March 11 to discuss 

Science and Postwar Relief 

Dr. H. E. MAGEE of the Ministry of Health read a paper 
on Some Effects of Inanition and their Treatment. He 
pointed out that relief parties going to Europe will not 
be faced with a host of well-defined deficiency conditions 
to be corrected by appropriate nutrient concentrates and 
vitamins. There will be many people whose condition 
is such that the giving of food will require considerable 
care and discretion, and without a knowledge of the 
physiological effects of severe malnutrition fewer lives 
will be saved. Professional fasters have survived for as 
long as 50 days on water only. They show changes in 
body-weight, basal metabolic rate, temperature and 
blood-volume. Animal experiments have shown that 
the alimentary canal itself is profoundly affected. The 
mucous membrane atrophies, its protective function 
decreases, and toxins are absorbed more readily. Ulcers 
are apt to form in the large intestine. The peoples of 


Reviews of Books 


Elementary Morphology and Physiology 
For Medical Students. (3rd ed.) J. H. WoopGer, psc. 
(Oxford University Press. Pp. 522. 15s.) 

ONLY one thing is necessary for the successful adjust- 
ment of the medical curriculum to modern needs—that 
everyone responsible for part of it should take a genuine 
interest in the whole. He should teach, not as though 
his life depended on inculcating his own subject, but as 
though the student’s life depended on his keeping a 
powerful sense of perspective. Dr. Woodger realises 
this. His introduction, designed to convey a little of his 
own perspective to the reader, is excellent, his matter 
sound, and his method worthy of imitation. Where 
explanation and correlation are possible, they are to be 
found, and although there is a great dtal more morpho- 
logy than physiology in the book, function is never 
altogether lost sight of ; while the development of the 
chapters ensures that the meaning of morphological 
changes is made evident. The penultimate chapter, 
on comparative physiology, is a ‘‘ stepping stone to the 
second year”’?; and the last, on theoretical biology 
(which includes a short account of genetics), is a 
stimulus to individual thought. The illustrations are 
good, and the straightforward index is also a glossary. 


Year Book of Radiology 
Editors: C. A. Waters, mp, W. B. Frror, mp, I. A. 
Kapitan, Mp. (Year Book Publishers; H. K. Lewis. 
Pp. 456. 31s. 6d.) 

THE 1943 volume, unfortunately already out of print, 
begins to show another effect of war. Apart from a 
few articles from South America, the material is 
exclusively American or British. The diagnostic sec- 
tion is devoted largely to the bones and the chest ; 
the bone articles are mainly on isolated cases of rare 
diseases, with rather a generous allowance of space and 
pictures to Haynes’s work on the skeletal fixation of 
fractures. There are good articles on the respiratory 


REVIEWS OF BOOKS 
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Europe will be suffering from various degrees of partial 
deprivation, anemia, hunger cedema, neurological and 
gastro-intestinal symptoms. The intestinal symptoms 
are the most serious of all and in bad cases recovery 
is relatively infrequent. The gums are swollen and 
inflamed as in scurvy, the tongue red and denuded of 
epithelium, and.the teeth decayed. The stomach is 
dilated and there is a profuse watery diarrhoea with as 
many as 30 stools a day. Blood-proteins fall to a very 
low level. Death occurs from severe diarrhoea coupled 
with cardiac failure. Mild cases respond rapidly to easily 
digested food. Intermediate cases require hospital 
attention with careful feeding and symptomatic treat- 
ment. At present there is very little hope for the severe 
cases. Opium and potassium permanganate are useful 
for the diarrhoea. The diet should consist of small quan- 
tities of food six times daily—milk, gruels, lean meat, very 
little fat, with pepsin and hydrochloric acid. Frequent 
intravenous injections of glucose are useful. For the 
most severe, the intravenous administration of protein 
hydrolysates seems to offer some hope. The solution 
consists of an acid hydrolysate of casein, tryptophane, 
cystine or methionine, and glucose in Ringer’s solution. 
Up to 4000 c.cm. of this is given during 8 hours out-of 24. 
This yields 80 g. of protein and 1600 calories. Good 
results have been obtained in many serious cases, and the 
method is at present under further clinical trial. 

Miss HARRIETTE CHICK, Dsc (Lister Institute for 
Preventive Medicine), described the famine conditions 
encountered in Vienna after the last war. She thought 
that the problems would be rather different this time. 
since the need for vitamins is now fully appreciated. 
There will be fewer cases of simple vitamin deficiency, 
but a great deal of general malnutrition. 

Prof. T. M. OLBRYCHT (Polish Committee of Veterinary 
Study) gave an account of the agricultural needs of 
Poland after the destruction wrought by the war. 

Sir JoHN RUSSELL, FRS (late of Rothamsted), who read 
a paper on the effect of the Hot Springs resolutions on 
agriculture, also dealt with problems in the rehabilitation 
of devastated Europe. 


and cardiovascular system, full weight being given to 
new approaches to such common conditions as tuber- 
culosis, collapse, and carcinoma of the lung. Harvey 
writes notably on mediastinal pleurisy in infants, Kent 
on bronchial obstruction and atelectasis in childhood 
tuberculosis ; and Thornton and Adams present a remark- 
able series of 70 cases of pneumonectomy or lobectomy 
for tuberculosis. There are three good papers on angio- 
cardiography, a method which is making strides in 
America. Considerable attention is given by Kaplan 
to the egg-white (avidin) treatment of cancer ; this rests 
on the belief that bictin, a vitamin of the B complex, is 
essential to cancer growth, and that excess biotin is 
inactivated by avidin, a protein found in egg-white. 
The editorial introduction is, as usual, an able survey of 
the year’s work. 
Pathology and Therapy of Rheumatic Fever 
Leorotp Licntwitz, Mp, lately chief of the medical 
division of the Montefiore Hospital, New York City. 
(Grune and Stratton ; to be published in this country 
by Heinemann. Pp. 211. $4.75.) 

Professor Lichtwitz died before this book was pub- 
lished, and it has been edited by Major William Chester, 
with a foreword by Dr. William J. Maloney. The views 
of the author are well known by those concerned with 
the problems of rheumatic fever in the young. He 
believed that this disease was essentially non-infectious, 
being due rather to a sensitisation to antigens, protein 
in nature, in most cases the products of micro-organisms. 
But in this book no clear distinction is made between 
the manifestations of rheumatic fever and its cardiac 
complications on the one hand and the joint changes of 
rheumatoid arthritis on the other; and a chapter on 
therapy which gives more or less equal consideration 
to salicylates, bee venom, and gold salts leaves the 
reader with a confused picture of what disorder the book 
is all about. This is unfortunate because the author has 
obviously read widely and the whole volume is well 
documented. The fundamental fault is that the title is mis- 
leading : as a monograph on the allergic theory of various 
aspects of rheumatism it deserves careful consideration. 
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Chemotherapy in the Intestinal Tract 


COLISTATIN 


Trade Mark Brand 


SUCCINYLSULPHATHIAZOLE 


Succinylsulphathiazole is a chemotherapeutic 
agent with specific bacteriostatic action in the 
intestinal tract. The drug is remarkably non-toxic 
due to its low rate of absorption from the large 
intestine and the consequent low concentration in 
the blood. High local concentrations can be main- 
tained without local irritation of the mucosa. 

Succinylsulphathiazole is indicated in the treatment 
of all types of colitis except those of tuberculous 
origin, in the pre-operative and post-operative 
treatment of abdominal cases and in the treatment 


of bacillary dysentery. 


Advantages of COLISTATIN therapy 


e@ low solubility and slow absorption rate. 
absence of unpleasant side-effects. 


@ active against resistant strains of 
dysentery bacilli. 


e effective in the presence of uclerative lesions. 


Available in tablets of 0.5g. in bottles of 100, 250 & 1,000 tablets 


An 8-page booklet with full literature survey 
will be sent on receipt of one penny stamp 


HERTS PHARMACEUTICALS LIMITED 
WELWYN GARDEN CITY, HERTS. TEL. Welwyn Garden 3333-6 
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EXPECTORANT AND SEDATIVE 


; Glycurrant is an expectorant and sedative preparation, particularly 
RS suited to dry coughs, such as that of chronic bronchitis. Its carefully 
planned composition includes the juice of ripe black currants, 
an agent which is well known for its soothing effect on the pharynx, 
and which gives a distinctive, delicious flavour to the mixture. 


DOSAGE.—It is recommended that one teaspoonful of} Glycurrant Cough 
Linctus undiluted should be sipped slowly every 3 or 4 hours. The size of the 
dose and the frequency of administration are varied at the physician’s discretion. 


In bottles of 2$ and 5 oz., at 1/8 and 3/1 


including purchase tax 


GLYCURRANT 


COUGH LINCTUS 


ALLEN & HANBURYS 


TELEPHONE BISHOPSGATE 320/ (/2L/NES). 


LTD+> LONDON 


TELEGRAMS : CREENBURYS, BETH, LONDON” 


Unvarying Pituitary Extract 


Conforming to the requirements of the Therapeutic Substances 
Regulations, 1927, Pitibulin is prepared according to the official 
standards, its activity being expressed in terms of the accepted unit. 


Pitibulin maintains the stringently high criteria of _ therapeutic 
efficiency, safety in use, and stability, self-imposed by its manu- 
facturers—qualities which have given it its high place in the esteem 
of physicians. It has made a reputation among the profession as 
the Pituitary Extract which can be relied upon in emergency, 


Pitibulin is supplied in boxes of 6 and 12 ampoules containing 2°5, 5, and 10 
units per ampoule. 


PITIBULIN 


ALLEN & HANBURYS LTD 
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»~HOME COMING 

On the eve of the Second Front, with its grim deter- 
mination to establish the right to live our own lives, 
thoughts have naturally been turning to where and 
how we shall live those lives. At present most of us 
live where we have been put, and we are not complain- 
ing ; but when liberty of action returns shall we be 
content to make our homes just as and where the 
jerry-builder chooses to build them, in ribbons 
on noisy thoroughfares, miles away from our work, 
on bits savaged from good cornland, or as extension 
of the interminable monotony of suburbia, with no 
thought but of rent or of increased land value. We 
smile a little wryly at the obligation to be healthy, 
laid on us by the mobilisation to that noble purpose 
of medicine and all its accessories, in homes whose 
happiness has been left to chance, self-interest or 
caprice. Sir Montague Barlow with full knowledge 
and responsibility spoke on Thursday of last week of 
the bitter harvest of confusion and chaos we shall reap 
unless a housing policy is well defined now, before that 
last shot is fired. People talked glibly of ‘‘ Barlow ” 
and ‘* Uthwatt,’’ but who had read them? At the 
same time in another place Lord Astor was asking the 
Government to reveal the basis on which ‘* compensa- 
tion, betterment and redevelopment ”’ (the Cerberus 
of the housing Styx) were to be worked out in the 
promised white-paper. Lord Beaverbrook gave him 
the Prime Minister’s assurance that the necessary 
homes for the people would be provided, and Mr. 
Churchill confirmed this in his Sunday evening broad- 
cast. 

Let us while we wait make quite sure what it is 
we want and what are the difficulties in the way of 
getting it. We know from Lord Portal that when the 
whistle blows there is to be a transitional period during 
which ‘ prefabricated ’? temporary houses are to be 
run up, publicly owned and licensed, for the purpose 
of tiding over the return of the fighting men. “TI 
have every hope and a firm resolve,” said Mr. 
Churchill, ‘‘ that several hundred thousand of our 
young men will be able to marry several hundred 
thousand of our young women and make their own 
four years’ plan.” And this is to be done without 
diverting labour from the ordered “ long-term ” 
programme on which all our hopes are based. But 
how is this to be begun without some agreed plan 
on the location of postwar industry, on the lay-out 
of the new townships, on the safeguarding of 
agriculture, and indeed on the question of owner- 
ship of land? Here we have two aids to hand. 
One is an admirable summary! of the Scott and 
Uthwatt reports by Mr. G. M. Young, who has 
found, on reading them through Again, that ‘‘ the 
two grand principles underlying ” them “ give us a 
better chance of getting somewhere than we have ever 
had before—provided we take it.’’ The other is an 
unofficial white-paper, issued? it is true by a sub- 
committee of a committee of a party organisation, 
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2. Looking Ahead : Foundation for Housing. Interim report of the 
Conservative Sub-committee on Housing, 24, Old Queen 
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but essentially a human document in its appreciation 
of the primary needs of the home-maker and in its 
attempt to frame a housing policy that will conduce 
to healthy parenthood, united family life and the up- 
bringing of children (“ . . . for families with children 
we are convinced that the flat must always prove a 
poor substitute for a house and garden’’). This report 
accepts wholeheartedly the three main objectives of 
the Barlow Committee : 
(1) continued and further development of congested urban 
areas, where necessary 
(2) decentralisation or dispersal, both of industries and 
industrial population, from such areas 
(3) encouragement of a reasonable balance of industrial 
development, so far as possible, throughout the various 
divisions or regions of Great Britain, coupled with 
appropriate diversification of industry in each division 
or region throughout the country 
and draws its own reasonable deductions from them. 
For instance, while the fixed basic industries, depend- 
ent for their location upon natural resources, must 
stay put, there are many light industries whose expan- 
sion has added to the overgrowth of London and Mid- 
land towns which could flourish just as well in new 
self-contained towns or in older districts which would 
gain by diversification—witness Letchworth and 
Welwyn, ‘Speke and Wythenshawe. The report 
concludes by asking for an immediate survey, at least, 
of all war-time factories throughout the country, their 
facilities for transport, and the accommodation avail- 
able for their workpeople. Failing a policy on the 
location of industry and the protection of agricultural 
land “ we see no alternative,” says the report, ‘‘ to the 
continued promiscuous growth of our cities and the 
drift of our people from the countryside.’’ Perhaps 
the greatest service any of us at home can render 
to our comrades in arms is to prepare both for their 
home-coming and after. 


CROSS INFECTION 

THERE are two schools of thought about hospital 
cross-infection. One, represented mostly by bacterio- 
logists, holds it to be an ever-present danger when 
susceptible patients or patients with susceptible tissues 
are housed together ; for example, in children’s and 
infectious diseases hospitals, in ear, nose and throat 
or burns wards, in surgical and maternity units. 
Others, mostly clinicians, believe that the dangers are 
exaggerated, and point to the infrequent occurrence 
nowadays of obvious secondary infection among the 
patients under their particular care. The point of 
view depends on what is understood by “ cross-infec- 
tion.” In the latest MRC War Memo,' prepared by a 
subcommittee of the Preventive Medicine Committee, 
under the chairmanship of Dr. E. H. R. Harrizs, it 
is defined clinically as manifest respiratory, gastro- 
intestinal, wound, skin or mucous membrane infection 
arising during the course of another disease ; and 
bacteriologically, as the acquisition by a patient of 
pathogenic micro-organisms not present on admission. 
The bacteriologist, armed with new detective devices, 
has lately been showing that the transfer of patho- 
genic bacteria from one hospital patient to another is 
a commonplace, although perhaps only one in five 
of these bacteriologically infected patients develops 
obvious stigmata of infection. Thus, cross-infection 
has been likened to an iceberg with but a fifth of its 


1. MRC Memo, No. 11, Control of Cross-infection in Hospitals. 
Stationary Office. 6d, 
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bulk above the surface for all to see; it is the sub- 
merged four-fifths that spells danger. Even if we take 
account only of clinical infection, septic complications 
in hospital-nursed scarlet fever and measles patients 
still occur and are mostly attributable to secondary 
infeetion, which may mean permanent disability to 
the patient and the additional risk from prolongation 
of stay in hospital. Non-specific enteritis is still too 
common and disastrous a complication among infants 
nursed in open wards, while dysentery and enteric are 
not infrequent hospital visitors. Pyogenic infection 
in ENT and burns wards is so common as to be 
regarded as inevitable, and when wards are being 
filled with battle-casualties the surgeon is made to 
realise by septic complications, discharging sinuses, 
delayed healing and failed skin-grafts that the appar- 
ently satisfactory aseptic ritual of peace-time needs 
modification when faced with the wounds of war. In 
these varying circumstances, the function of the bac- 
teriologist is to unmask the silent infection in throat, 
gut or wound, for it is the unknown, not the known, 
carrier of pathogenic bacteria who is most likely to be 
a danger to his fellows. 

The memo discusses first the sources and modes of 
spread of cross-infection. The sources are the secre- 
tions, excretions and discharges of clinically infected 
patients, “ missed ’’ cases, and carriers among both 
staff and patients. The channels of spread are by 
direct contact (the nurse is predisposed to minor.skin 
sepsis); mediate infection by various vectors such as 
clothes, most ward articles, food and insects ; infected 
dust, particularly when raised into the air during bed- 
making and sweeping ; and respiratory droplets, some 
with a limited range of a few feet, others so small that 
they remain suspended in the air and carry infection 
a considerable distance. The control of these various 
reservoirs and modes of spread, as Sir WiLson JAME- 
SON points out in his foreword, depends largely, given 
proper ventilation and bed spacing, on three essentials 
adequate isolation accommodation, adequate steri- 
lisation and disinfection equipment, and_ sufficient 
trained staff to maintain a scrupulous technique. 
Among general administrative recommendations are 
the inadvisability of admitting children with minor 
ailments to hospital, so that more space and attention 
can be-given to ill patients; the use of small ward 
units which minimises bed-wastage, and in children’s 
and infectious diseases hospitals, greatly increased 
isolation accommodation, allocation to which should 
be in the care of a senior medical officer; closer 
coéperation with the MOH, who should be imme- 
diately informed of any notifiable infection ; and a 
short course in practical bacteriology as applied to 
‘ hospital hygiene for nurses as part of their preliminary 
training. Among more specific measures is the careful 
clinical, and when indicated bacteriological, examina- 
tion of new patients. The memo reminds us that 
“isolation ’’ nursing has its limitations—-it will not 
protect against air-borne infection. It advises 
immunisation of long-stay patients against diphtheria 
and pertussis, and discourages visiting in children’s 
and maternity wards. In this connexion, the sugges- 
tion is made that relatives should be allowed to make 
personal or telephone inquiry about the patient’s 
condition directly from ward sister or doctor. » This 
practice, if adopted instead of the usual stereotyped 
and non-committal hospital message, would help to 
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allay parents’ anxieties and lessen the desire for ward 
visits. The health and sickness records of nursing 
staff needs more attention and investigation ; minor 
ailments such as colds, sore throat, diarrhoea, whitlow 
and skin sepsis should be immediately reported and 
the nurse excluded from duty (without penalty), or 
when this is impracticable, she must not be allowed 
to attend to infant, maternity or surgical patients. 
Many labour-saving devices, some of which are 
enumerated in the memo, could be introduced into 
hospital work to make the best use of skilled staff, 
particularly during the present acute shortage of nurses. 

The memo gives detailed advice about how best to 
block the channels of spread of the infecting agent. 
Handwashing after handling any infective material is 
obviously desirable, but many hospitals are too inade- 
quately supplied with ward wash-hand basins to allow 
this to be done conscientiously. It discusses the dis- 
posal of soiled laundry ; cleanliness in the preparation 
of babies’ feeds, and the pros and cons for a central 
milk kitchen ; masks and when to use them ; oiling 
of floors and bed-linen for controlling dust-borne 
infection ; and, in appendices, the technique for the 
prevention of wound-infection in surgical and mater- 
nity units. This very practical pamphlet should be 
read not only by matrons and medical superintendents 
but by all nurses, medical students and resident 
medical officers; for only by intelligent and whole- 
hearted coéperation by everybody, from physician 
and surgeon to porter and domestic, can hospitals be 
made safer for those who require their healing aid. 
Every hospital should have a cross-infection com- 
mittee, representing clinicians, nurses, laboratory 
workers and administrators, to arrange for the instruc- 
tion of all hospital staff in methods of control and to 
decide what is to be done when cross-infection arises. 
Lay governing bodies should realise that cross-infec- 
tion is a steady drain on the hospital purse and 
efficiency, when they will give a sympathetic ear to 
requests for improvements and equipment calculated 
to lessen the risk. 


COUNCIL AND BOARD 

THE Government issued their white-paper after 
consultation with many interests, and their object is 
to satisfy all these interests, without irretrievably 
alienating any. Lord NatHAN emphasised this when 
he said in the House of Lords that the proposals “ are 
not an ideal solution, they do not give even a wholly 
logical solution; they are clearly a compromise— 
political, professional and practical—but they are a 
good compromise.”” We should not forget this back- 
ground when, as doctors, we put forward the “ con- 
structive criticism ”’ for which the white-paper asks, 
We must try to make our suggested modifications 
such that they will not be impossible of acceptance by 
the other interested groups—the voluntary hospitals, 
the local authorities, and not least the public in their 
dual réle of patient and citizen. Nowhere is this more 
important than in considering the details of admin- 
istration. And this problem cannot be evaded, for 
many of us view the administrative provisions of the 
scheme with serious misgivings. 

These misgivings arise in the first place because no 
executive power has been offered to the doctors, 
except to the few who may be appointed to the 
Central Medical Board, In the discussions before the 
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white-paper appeared, our representatives advocated 
much wider medical executive functions, includ- 
ing central administration by a mainly professional 
corporate body and local inclusion of medical repre- 
sentatives as actual members (with voting power) of 
any area joint authority. The white-paper shows 
that these suggestions have béen seriously considered. 
by the Government, but that both have been rejected 
because they would be unacceptable to Parliament or 
to the local-government authorities. Speaking of the 
suggested corporate body it says :— 

“If... certain decisions were removed from the 
jurisdiction of the Minister (and consequently from 
direct Parliamentary control) there would be need to 
define with the utmost precision what those decisions 
were. Clearly they could not include major questions 
of finance. Nor could any local government authori- 
ties responsible for local planning or administration 
reasonably be asked to submit to being overruled by a 
body not answerable to Parliament.”’ 

The same decision was reaffirmed by Lord WooLtTon 
last week when he said that the Government 

++. are most anxious to codperate in every sort 
of way with the medical profession, to consult them 
and do everything with them—except one thing. The 
Ministers are determined that they will take the 
responsibility for their actions, and they are not going 
to put that responsibility on to a medical board. 
Surely they are right in taking that view; they are 
responsible to Parliament for what they do.” 

On the question of including representatives of the 
profession, with executive power, on local admin- 
istrative authorities, the white-paper says :-— 
“ The Government feel that the risk of impairing the 
principle of public responsibility—that effective deci- 
sions on policy must lie entirely with elected representa- 
tives answerable to the people for the decisions that 
they take—outweighs any advantages likely to 
accrue.” 
Hence it seems likely that on these points involving 
principles conclusions have been reached which will 
not be appreciably modified. Arguments in favour of 
their reversal would probably be fruitless. On the 
other hand the Government approve of the provision, 
centrally and locally, of ‘ special devices to secure 
that the guidance of the expert is available and does 
not go unheeded.’ For this purpose both central and 
local health services councils will be set up, with a 
personnel ‘ primarily medical in its makeup.” If 
these councils are given real scope to guide the working 
of central and local government the medical profession 
(despite its exclusion from the executive bodies) will, 
we believe, be able to play a proper part in the shaping 
and development of the new health service. 

In his speech in the House of Lords last June Lord 
MoRAN said : 

“It is essential that in the Ministry of Health civil 
servants who are not doctors, and doctors who have 
long been divorced from the work of medicine by 
administrative duties, should keep in close touch with 
those actively engaged in the practice of their profes- 
sion. Howcan that be done? ... What I have in 
mind is a medical council which should help to frame 
the policy of the Minister. It should meet regularly 
and not deal witha fragment of policy every six months. 
It should deal with all questions of general policy that 
come up. It should be free to publish from time to 
time uncensored reports of its activities. Such a 
council might be composed, say, of twenty medical 
members, fifteen perhaps elected by the profession and 
five appointed by the Minister, including the Ministry’s 
chief medical officer. The council would elect its own 
chairman. I hope the Minister will give this council 
real power. At first sight it might appear to him that 
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this body would have too much liberty to publish 
criticisms of draft regulations, but it would pay him in 
the help it would give him and the confidence it might 
inspire in the medical profession. If the power given 
to it was real power the whole relationship between 
the medical profession in Whitehall and the profession 
throughout the land would be improved.” 
~Many who followed this debate at the time and knew 
the speaker's position in the counsels of the profession 
and of the nation thought it probable that these 
suggestions would later appear in the white-paper, 
and it is obvious from Lord Moran's speech of 
March 16 that he shares our surprise and disappoint- 
ment at finding how much less is offered. For the 
Central Health Service Council that now emerges is a 
body very different from the one forecast last year. 
The most obvious change is that it has grown much 
larger and includes ** other experts than the physician 
or surgeon,” so that the best advice may be available 
on nursing, midwifery, dentistry, and other auxiliary 
services. This is a useful change: nothing but good 
can come from including in our counsels colleagues from 
other branches of the health services. We welcome 
too the statutory provision promised of regular and 
frequent meetings. What is less satisfactory is the 
suggestion that all the members of the Council shall 
be appointed by the Minister—-though this will be 
done * in consultation with the professional and other 
organisations concerned.” If the Central Health 
Serviees Council is regarded as an expert rather than 
a representative body, if its members are intended to 
express their individual expert opinions rather than 
to represent the interests of professional groups, it 
would perhaps be inappropriate to insist on their direct 
election by the votes of the profession. Nevertheless 
it is important that the doctors shall feel that the 
Council really represents them—that the members are 
selected because they enjoy the confidence of their 
colleagues and not because they are tractable. Very 
good appointments would doubtless be made by a good 
Minister “‘ in consultation with professional organisa - 
tions,’ but the scheme should also provide against 
the mischance of a Minister whose outlook on medicine 
is not objective. We suggest therefore that the 
scheme should provide that at least half of the Council 
shall be the nominees of specified professional organi- 
sations. If they are to take an enthusiastic part in 
the new service, doctors must know that they have 
effective means of presenting medical views and must 
feel that their mouthpiece is their own. 

Should they not also be able to hear their own voice ? 
And should not the public hear it too? Have not 
the profession and the public a right to know what 
expert advice is given and whether it is taken ¢ Lord 
Moran recommended that the Council should publish 
* uncensored reports of its activities,’ but the white- 
paper merely provides for an annual report made by 
the Minister himself. Good arguments can be adduced 
on both sides. On the one hand it is urged that unless 
the Council has the right to publish a report of its own 
we cannot ensure that “the guidance of the expert 
. . . does not go unheeded,”’ A precedent of sorts is 
found in the provision that if the Minister of Labour 
should choose to vary the draft regulations prepared by 
the Unemployment Insurance Statutory Committee 
for administration of the Unemployment Assistance 
Act 1934, he must submit to Parliament the comments 
of the committee on alterations he suggests. On the 
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other hand if the Council could publish at any moment 
its differences of opinion with the Minister, he might 
regard its members not as counsellors but as potential 
opponents to whom he must give nothing away : 
there would be no chance of that confidential relation- 
ship which permits the most useful collaboration. 
Those who oppose the right of publication suggest 
that members of the Council whose advice on major 
issues was rejected could in the last resort indicate 
their disagreement by resigning, and could certainly 
find means of bringing their views before Parliament. 
Admittedly this is so; but to the profession the right 
of resignation will hardly seem as valuable as the right 
to record its advice publicly. Perhaps it would be 
best to compromise by enabling the Council to publish 
its own report annually, with any necessary safeguards 
against disclosure of official information or opinion. 
There is no doubt that if the Council had the confid- 
ence of the profession, and was in a position to declare 
its views periodically, doctors in general would be 
more disposed to take part in the service and would be 
more interested in its development. We are glad to 
note that last week Lord WooLTon left the door well 
ajar : 
** When we say, therefore, that we are going to have 
a Medical Council, it is not something which is merely 
put up as a screen; it is a deliberate effort to get the 
best of medical opinion to advise His Majesty’s 
Ministers. I think that I am at liberty to say that 
we discussed for some time whether that Oouncil 
should report direct to Parliament, and the only reason 
for deciding against it was because a constitutional 
issue was raised, as to whether such a body of people 
should report direct to Parliament and therefore, 
possibly, against the Minister’s decision. I can 
assure you, however, that the attitude of mind of the 
Government on this matter is an open one, and on this 
as on other matters they are prepared for the fullest 
possible consultation before legislation is brought in.’’ 
Turning to the Central Medical Board, which is 
executive rather than advisory, we must again admit 
that direct election by the profession might be an 
unsuitable means of choosing the personnel, who 
should mostly be practitioners of wide experience but 
would not necessarily be good election candidates. 
But if the Board is appointed by the Minister after 
consultation with a Central Health Services Council 
in which the profession has full faith it should be 
possible to make it acceptable. The white-paper says 
that it “‘ will be a small body, under a regular chairman 
—a few of its members being full-time and the rest 
part-time.” With this proposal we cordially agree. 
Experience of the Unemployment Assistance Board, 
which is similarly constifuted, has shown that such a 
body is saved from becoming just another Civil 
Service department by the inclusion of part-time 
members, who, in their ordinary professional work, 
keep in active touch with the world outside Whitehall. 


At the invitation of the American Public Health 
Association Dr. ARTHUR MAssEy, MOH for Coventry, is 
to make a lecture tour, of some fifteen American states. 
He will attend meetings of the association in the different 
centres and will speak on various aspects of British 
public health practice. 

Sir Davip PRAIN, FRS, who died on March 16 in his 
87th year, was director of the Royal Botanic Gardens 
1905-22. His interest in botany began when at the 
end of two years’ service in the Indian Medical Service 
he was appointed curator of the Calcutta Herbarium. 
Thereafter his name was known wherever healing trees 
grow or useful plants blossom, 
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Annotations 


PENICILLIN IN WAR WOUNDS 

Tue penicillin clinical trials committee of the Medical 
Research Council has drawn up instructions for the use 
of penicillin in the treatment of war wounds.’ So far 
‘penicillin has been available only for research, though 
the field trials have extended to North Africa and the 
Italian Front. Now, says the MRC committee, there is a 
prospect that larger quantities may shortly be available, 
so that the knowledge gained may be turned to practical 
account. It is good to read that it. may be possible to 
treat a ‘ considerable number ”’ of the casualties expected 
in forthcoming military operations. Surgeons who have 
not hitherto had a chance of trying penicillin will find in 
the committee’s memo what they need know of the 
indications for penicillin treatment, the technique of 
dispensing and administration, and likely reasons for 
failure, largely based on the report to the War Office by 
Florey and Cairns.2 It is usually unjustifiable to begin 
treatment of a wound with penicillin before making a 
bacteriological diagnosis, since there is a fairly sharp line 
between susceptible and insusceptible organisms. The 
memo therefore includes a section on the agar cup method 
of determining sensitivity to penicillin and bacterio- 
logical methods of following the course of treatment. 


MEDICAL PLANS IN FRENCH AFRICA 

Tue Brazzaville conference on French African Colonies, 
arranged by the National Committee of Liberation, held 
a special session on medical organisation and administra- 
tion. The measures proposed, as set out in a recent 
broadeast, will entail a good deal of collaboration with 
the British. Colonial health services. General Vaussel, 
president of the commission for social medicine, public 
health and medical services in French North Africa, 
urged that the need is now for social medicine rather 
than the treatment of individuals. In descending order 
of importance the social scourges in North Africa which 
must be attacked are malaria, venereal diseases, sleeping 
sickness, tuberculosis, intestinal parasites and cerebro- 
spinal fever. In many areas the threat of these 
diseases is increased by an insufficient and ill-balanced 
diet. He proposed the establishment of large mobile 
teams, well equipped and provided with adequate trans- 
port, to investigate these diseases and coéperate with 
the existing medical services. The mobile units would 
not only track down and treat cases of sickness, but would 
make suggestions for improving housing and sanitation 
in the villages. These’suggestions would be considered 
by a central institute of social hygiene and research. 
Hospital services will also have to be considerably 
extended, and some 700 more European doctors and 1800 
African assistants will be needed. At the end of the war 
it is hoped to establish a large medical school where 
African students from all French territories can be 
trained. Meanwhile the conference agreed that the 
French government should invite the British, Belgian, 
Spanish and Portuguese governments to join in setting 
up a bureau of public health to exchange epidemiological 
information and unify preventive methods throughout 
the continent. Colonel David’s experience in the 
Cameroons has been instructive. He described one 
region, covered with forests and marshes, as the cradle 
of sleeping sickness. Malaria, syphilis and leprosy were 
also exacting a heavy toll of life there when, in 1939, 
the governor-general placed the health administration 
of the region in the hands of a staff of doctors. Under 
their supervision a keen maternity and child-welfare 
service has been established, nine large maternity 
hospitals have been built, and hostels have been provided 
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2. Florey, H. W. and Cairns, H. See Lancet, 1943, ii, 742. 
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where pregnant women stay for a month before the 
birth of their children, receiving special rations and 
enjoying a complete rest. Since 1940 there have been 
6800 deliveries in the hospitals, and infants have been 
visited every month in their villages by a doctor. These 
measures have reduced infantile mortality from 18% 
in 1940 to 4-7% in 1943. Syphilis and sleeping sickness 
have been attacked by the systematic tracking down of 
early cases. Patients are sent to hospital as soon as the 
diagnosis is made. Since 1940 some 1600 syphilitics have 
been given regular treatment. Lepers number about 
2000 and for these a large agricultural colony is being 
established. In order to improve the standard of living 
throughout the region efforts have been made to encourage 
remunerative stock-breeding and agriculture, and to lay 
the foundation of small-holdings. In four years 6 million 
coconut palms have been planted, sheep have been 
increased from 3000 to 12,000 and 10 model villages 
where every villager will have his holding are being 
constructed. Rubber production has doubled since 
1939. The conference agreed that the principles worked 
out in this district should be applied elsewhere in French 
Africa as personnel and material becomes available. 


NEW DATA ON SUTURE MATERIALS 


SUTURES may be divided into two classes—the absorb- 
able, of which catgut is the only important representative, 
and the non-absorbable, a miscellaneous category includ- 
ing silk, cellulose fibres (cotton and linen), metal wires 
and the plastics. Alihougb Halsted is the father of silk 
suture, it is to Whipple that we owe the steady trend 
towards the use of non-absorbable sutures in the last ten 
years. Quantitative research on the properties of suture 
materials has hitherto been scrappy; but Localio, 
Casale and Hinton? have collated the available evidence 
and added so much of their own that an objective and 
perhaps final statement on some of the problems involved 
in the choice of sutures is now possible. 

The overall efficiency of a suture material depends, 
first, on its power to secure and maintain the apposition 
of wound edges—on its tensile strength, therefore, and 
the stability of its knots. Secondly, it depends on the 
degree to which it interferes with natural healing. After 
preliminary preparation (which in the case of catgut must 
include rigorous sterilisation, and may include hardening 
by chromic acid or similar reagents) the tensile strength 
of catgut is always less than that of the non-absorbable 
materials as a class. Apart from metals, silk leads the 
non-absorbables in tensile strength, but in practice 
cotton is its equal, since unlike silk its tensile strength 
increases somewhat under the wet conditions that prevail 
in wounds. Linen, cotton and untreated silk form 
reliable reef knots; but Taylor’s analysis? shows that 
waxed silk and catgut require triple throws for perfect 
safety. Metals are in this respect difficult to handle, 
an important disadvantage in practice; and of the 
plastics, synthofil slips unduly easily and nylon needs to 
be tied in a quadruple reef knot. 

Localio and his colleagues studied the efficiency of the 
different sutures in closing standard sterile abdominal 
wounds in the rat. Every wound undergoes a lag period 
in which its tensile strength—here measured in terms 
of the uniform pressure needed to disrupt the abdominal 
cavity after inflation with air—depends solely on the 
sutures, followed by a period in wlfich its strength 
steadily increases while the new collagenous bridgework 
is laid down by fibroblasts. The length of the lag period 
and the time taken to regain the normal ‘“ bursting 
resistance’ of the abdomen are the two important 
variables. As was to be expected, they do not vary 
independently. Both were significantly longer in catgut- 
sutured wounds than in those sutured with the non- 
1. Localio, S. A., Casale, W. and Hinton, J. W. Surg. Gynec. Obstet. 
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absorbable materials, which showed no important differ- 
ences among themselves. Histological analysis rein- 
forced the results of the mechanical tests. Around 
catgut sutures there is characteristically a long-lasting 
inflammation with abscess formation and a relatively 
widespread death of tissue. (Edema and the fibroblast 
proliferation consequent upon it persist, and the forma- 
tion and maturation of collagen fibres are correspond. 
ingly slower than when non-absorbable sutures are used. 
There can be no doubt, then, that the trend away from 
absorbable sutures is based on sound surgical principles, 
and is not to be dismissed as a fashion. 


HAEMATURIA AFTER BURNS 

AMONG the many theories put forward to explain the 
systemic reactions after severe burns, there was one 
popular among continental surgeons during last century 
according to which the composition of the blood was 
altered during its passage through the tissues at the 
time they were being burnt. The most striking change, 
which could be demonstrated in vitro, was an increasing 
fragility leading finally to fragmentation of the red blood 
corpuscles at temperatures below that necessary for the 
coagulation of proteins. This theory did not gain wide 
support presumably because it was not always possible 
to demonstrate these changes in the red cells even after 
severe burns. Shen, Ham and Fleming! describe 
14 cases of severe burns in 10 of which hemoglobinuria 
was observed. They were able to demonstrate changes 
in some of the red cells in specimens of blood removed 
very soon after the injury. There was a spherocytosis 
and in some cases actual fragmentation of the cells 
visible in stained smears. Experiments in vitro showed 
that at temperatures of 50°C. and over the red cells 
became inereasingly fragile and tended to become 
spherical before they began to disintegrate. There was 
no evidence of the release of agglutinins or autolysins 
intothe surrounding plasma, so that these effects are 
undoubtedly due to the direct action of the heat on the 
cells. Shen and his colleagues believe that the hemo- 
globinuria which follows certain burns can be explained 
on the assumption that the blood circulating in the 
burnt tissues is affected by the heat. The hemoglo- 
binuria, even in the presence of an oliguria, is of short 
duration and resembles the reaction of the body in 
eliminating damaged red blood-cells that have been 
injected into the circulation. Oliguria and hematuria 
are almost constant features of severe burns, whereas 
hemoglobinuria is comparatively rare; it may only 
follow a special type of injury, as when the exposure to 
a high temperature has lasted longer than usual. All but 
one of the cases here described had severe acute pul- 
monary symptoms, showing that the victims were unable 
to escape quickly enough from the fire to avoid inhaling 
hot fumes. There is no evidence that this hemoglo- 
binuria is of any particular significance except in so far 
as it may indicate a severe burn. Histological examina- 
tion of the kidneys revealed hemoglobin casts in the 
tubules, but no evidence that they had suffered any 
damage. Complete anuria is rare, and death from a late 
anuria such as occurs after crush injuries is not described 
in cases of burns. The excretion of hemoglobin, there- 
fore, is not apparently fraught with the same dangers 
as the excretion of myoglobin. There is no evidence 
that the impairment of kidney function that may follow 
a severe burn is in any way related to the attempts of 
the kidney to excrete hemoglobin. Nevertheless it would 
be a wise precaution to give such cases alkaline fluids 
though it is improbable that much could be retained 
if given by mouth. 

There is some experimental evidence that a hemolytic 
agent may be released from burnt tissues. Such a 
substance has been detected by Glenn, Peterson and 


1. Shen, 8. C., Ham, T. H. and Fleming, E, M. New Engl. J. Med. 
1943, 229, 701. 
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Drinker? in the lymph flowing from burnt areas in 
animals. Little has been heard of this ‘‘ toxin ”’ since 
the original description, and the infrequency of hamo- 
globinuria in burns suggest that it does not play an 
important part, at any rate by virtue of its haemolytic 
properties. The explanation given by Shen and his 
colleagues of the origin of the haemoglobinuria after 
burns seems to be convincing. It would be interesting 
to know more about the changes in temperature in 
tissues immediately beneath a burn. In many cases 
the majority of the injured red cells presumably never 
reach the general circulation but remain fixed in the 
blood-vessels by thrombosis and heat coagulation of the 
plasma. 


TUBERCULOSIS IN THE YOUNG CHILD 

THe inerease in incidence of tuberculosis in children, 
which caused alarm 2 years ago, aroused fresh interest 
in the exact significance of fhe initial infection occurring 
at this age, the methods at our disposal for recognising 
it, and the course of action which such recognition 
prompted. A joint meeting of the British Psdiatric and 
Tuberculosis Associations, held on March 17, covered 
some of this ground. Dr. W. Gaisford spoke about diag- 
nosis and the part which the clinical history, sefial X-ray 
films, blood-sedimentation rate, gastric lavage and the 
Mantoux reaction played in reaching this. He warned 
his audience that the Mantoux test was not infallible, for 
in 16 out of 63 children whom he had personally studied 
it was negative despite convincing X-ray evidence of 
tuberculous infection. This misleading result could be 
attributed to one of three causes: (1) performance of 
the test during the incubation period of about 6 weeks 
which must elapse between the onset of infection and the 
development of tissue sensitivity ; (2) during the course 
of an independent infection such as measles or pneu- 
monia ; and (3) the result of an overwhelming infection. 
The clinical aspect of the disease and the complications 
to which it may give rise were presented by Dr. W. F. 
Richards in a review of 445 children admitted to High- 
wood LCC Hospital. The lower age-groups of this series 
comprised ; 12 infants under | year, all of whom died of 
miliary spread ; 57 between the ages of 1 and 2 with 7 
deaths, all admitted with caseous pneumonia ; and 155 
children between 2,and 5 with 3 deaths from miliary 
infection, caseous pneumonia and meningitis respectively. 
Of the complications the most frequent was lobar or 
“sector ’’ atelectasis (developing in 14-4% of all admis- 
sions), caseous pneumonia (2-5%), and lung spread 
(6-25%). Epituberculosis and interlobar effusion entered 
into the differential diagnosis. Pleural effusion 
accounted for 15% of alladmissions. From this material 
Richards drew two important conclusions : (1) that the 
child under 6 requires a longer period of treatment in 
order to attain arrest than an older child ; and (2) that 
the disease below the age of 6 was more often accom- 
panied by pulmonary complications than it was over that 
age. The Mantoux reaction has shown that this initial 
infection usually passes unrecognised and is successfully 
surmounted by many people before adult age is reached. 
What to do, therefore, when the active process is demon- 
strated becomes an important point. There were not 
lacking those who urged that the problem must be sur- 
veyed in perspective, that the almost universal occur- 
rence of this phase must be set against the few who suffer 
from it and the still fewer who succumb to it. Viewed 
thus, the argument ran, it ceases to be a public health 
problem, and a great deal of effort is expended for a small 
return. Dr. Margaret Macpherson advanced the oppo- 
site view. She believed that the favourable outcome 
may be adversely influenced by the size of the infecting 
dose (dependent, perhaps, upon the length of exposure 
to the source) and by the age of the patient. * She empha- 


2. Glenn, W. W. R., Peterson, D. K. and Drinker, C. K. Surgery, 
1942, 12, 685, 
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sised that an active focus was a potential source of spread 
and that a ‘“‘ late primary ” may produce an adult type 
of lesion. She was averse to sanatorium for the simple 
class of case, preferring to watch progress as an out- 
patient, provided home conditions were good, the parents 
sensible, and contact could be broken. If, however, the 
lesion showed signs of spreading or breaking down, or if 
bronchopneumonia supervened, then sanatorium treat- 
ment became necessary. 


CARE OF THE PREMATURE 


CONCERTED action to offset the results of prematurity 
is the first and most promising step in reducing neonatal 
mortality. Something like half the babies who die in 
their first month are premature, and death-rates such 
as the Birmingham figure of 38% can be taken as usual. 
But that a large reduction in death-rate is possible is 
clear enough from the rate of 8-1 reported by Field ! 
in a small series under war-time conditions at Univer- 
sity College Hospital. What is needed is not so much 
new methods of treatment but organisation to ensure 
that the present methods are widely available. The 
severely premature infant wants just as skilled and 
careful attention as a mother who is in difficulties with 
her confinement ; there is the same need for specialised 
nursing and medical care and for special equipment. 
In a cireular to local authorities, based on a report of 
his advisory committee on the welfare of mothers and 
young children, the Minister of Health outlines measures 
that could be taken either now or as soon as personnel 
are available. A necessary preliminary to action is 
accurate ascertainment, and the minister suggests that 
notification cards of births should include a space for 
birth-weight where this is below 5} lb. For infants 
kept at home he advises a separate bedroom for mother 
and infant ; arrangements for lending equipment, such 
as draught-proof cot, electric pad, thermometer and so 
on; supplies of expressed breast-milk where required ; 
services of a pediatrician and of a home-help; and 
special attention by midwives or health-visitors, ‘‘ pre- 
ferably with special training and experience with 
premature infants.”’ These recommendations, admirable 
as far as they go, seem to lay too little emphasis on 
the fundamental need for skilled nursing. In hospitals 
the circular proposes a ratio of 1 nurse to 1} premature 
babies ; at home the premature baby similarly needs 
above all a nurse to itself. There might have been 
mention, too, of the ‘‘ flying squads ’’ previously advo- 
cated in these columns.2. The circular suggests the 
provision of 10 beds for premature infants for every 
100 maternity beds in an area, and for a premature 
unit of 20 beds would have 6 permanent state-registered 
nurses with special training included in the staff to 
ensure continuity of care, and an advisory pediatrician. 
For transport to hospital the circular advises an ambu- 
lance or car with oxygen supply, heated basket, and 
nurse in attendance. Finally, it urges close liaison 
between hospital and welfare authority to prevent any 
gap in attention when an infant is discharged from 
hospital. 


Dr. CARL KOLLER, who died on March 21 in his 87th 
year, started his career in medicine at Vienna in 1882. 
Sigmund Freud, his senior by a year, was then engaged 
in physiological research, and while they were working 
together Koller exploited the anzsthetic effect on the 
cornea of the “‘ new organic base ”’ extracted from coca 
leaves by A. Niemann in 1860 and observed two years 
later to dull sensation on the tongue. A preliminary 
report appeared in Klin. Mbl. Augenheilk. (1884, 22, 
60) and the date of Koller’s first ophthalmic operation 
unde cocaine anesthesia is given as Sept. 16, 1884. 
In 1888 Koller migrated to New York where he spent 
the remainder of his long life as an ophthalmologist. 


1. Field, C. E. Lancet, 1943, ii, 82. 2. Ibid, p. 81. 
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Reconstruction 


THE WHITE PAPER REVIEWED 
v1. By AN URBAN PRACTITIONER 


THE phrase “ urban practitioner *’ has a wide connota- 
tion and I think I must define myself a little. I am 
assuredly a doctor in practice in a town. I think I may 
be that ‘* doctor armed only with his stethoscope and his 
drugs” of the Medical Planning Commission, whose 
is gone ”’ (p. 28), and I suppes? I must be one 
“the basis of whose practice is free buying and selling ” 
(p. 53); but it is hard to see myself quite like that. 

I am not, of course, armed only with my stethoscope. 
No-one is. I am armed with precisely the same diag- 
nostic apparatus as a general consulting physician, and 
with a few surgical instruments as well. Of course I 
cannot be all-sufficient. If any doctor ever could, it was a 
very long time ago. But I can make a well-founded 
diagnosis and give rational and effective advice and 
treatment in a'tlarge proportion of the cases that come 
my way, without going outside a consulting-room planned 
and equipped to suit the kind of man who works in it 
and the kind of patients who come to it. 

For many of my patients I could before the war obtain 
the accessory services they needed, , promptly and 
efficiently, with the very great advantage of being able 
to choose the consultant who seemed best suited to their 
needs and of consulting and coéperating actively and 
genuinely with him. But, like all my neighbours, | 
should like very much to be able to obtain these and 
other services for my poorer patients in the same 
fashion. They are obtainable, but only at the cost of 
parting, at least for a time, with the patient and handing 


him over to others, a proceeding which is good neither: 


for the patient nor for his doctor. 

I recognise quite clearly that whether anyone “ can get 
all the kinds 6f medical . . . service he requires ’’ does 
‘** depend too much upon circumstance ”’ and that it ought 
to be possible to have a confinement, an operation, rest in 
bed with nursing, some weeks in a convalescent home, or 
domestic help in times of illness or while nursing a baby, 
without having to choose between paying nothing at all 
or a very great deal, or perhaps having to go without. 
In fact I want more services for my patients and more 
power to procure them, but that does not mean that. I 
feel myself to be isolated, antiquated or ineffectual ; on 
the contrary, I believe that within my proper sphere I, 
and very many like me, do good clinical work and serve 
our patients well, and that we do it all the better for 
working each in his own place as responsible medical 
units, each in his own fashion, with his own equipment 
and above all at his own pace. 

To. dispose of some prevalent misconceptions about 
general practitioners perhaps I should add that I do not 
believe I was a better doctor 25 or 30 years ago than I am 
now, that disinterested work did not cease for me when 
I entered practice, and that though to regain “ the 
spirit of my student days *’ might be fun for me I am sure 
it would not be good for my patients. I do not regard 
my medical neighbours as opponents’; they are 
proved friends in need by whose help it has been possible 
to get through illness without serious loss and to take 
holidays with my family without anxiety for my practice. 
I am conscious of no *‘ vested interest in disease ’’; there 
is much more of it about than I like, and I earnestly desire 
the better health of the community, my patients included. 

As to ‘‘ free buying and selling ”’ as ** the traditional 
basis of private practice,’ I suppose, in a sense, they are. 
We do sell investigation, advice and treatment as the 
solicitor sells legal advice and the barrister advocacy ; 
but it is at least as traditional to suit,our fee to our 
patient’s pocket, to give our services free to many who 
need them, to regard a measure of gratuitous work as a 
natural part of professional life. We do not. in general, 
chaffer with our patients or drive hard bargains with 
them ; but with the state it is otherwise, and if the state 
“takes over” it will be clean contrary to ministerial 
tradition if we escape hard and embittered collective 
bargaining. 

For the rest let me admit to a profound belief in in- 
dividual liberty or freedom from control, in variety rather 
than uniformity, and in personal rather than collective 
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achievement as the most precious possessions and chief 
glories of this country, and let me confess that in working 
for ministries and local authorities | have never person- 
ally experienced either the freedom or the opportunities 
and incentives to do my utmost which private practice 
has provided. 

THE NEW SERVICE 

With these beliefs and this background it will surprise 
no-one that I find the white-paper a perplexing and 
discouraging document. 

First, and not least, I find it wrongly named. It is 
called ** A National Health Service.” In fact it is a plan 
for a State Medical Service; and the suggestion that, 
given ‘* a new attitude in patient and doctor.” the latter 
will be able to “* increase good health and the sense of 
well-being *’ does not make it anything else. 

A real Health Service must surely concern itself first 
with the way the people live: with town and country 
planning, houses and open spaces; with diet; with 
playgrounds, gymnasia, baths and halls for active 
recreation ; with workshops, kitchens, gardens and 
camps ; with the education of every child in the care and 
right use of his body ; with the reform of employment and 
the restoration to the people of the right and opportunity 
to do satisfying creative work. The true ‘ health 
centre ’? can only be a place where the art of healthy 
living is taught and practised ; it is a most ominous and 
lamentable misuse of words to apply the name to what is, 
and should be called, a ‘* medical centre.’ A recruit- 
training centre of the Royal Air Force is very much nearer 
the mark. 

To coérdinate and supplement existing medical ser- 
vices is necessary enough, and if the good will of all 
concerned is enlisted can reduce the incidence of disease, 
relieve discomfort and pain and prolong life ; but it can 
do almost nothing to give to people badly housed, un- 
satisfyingly occupied, uninspired and lacking purpose 
in their daily life, the ‘ positive health’ of which so 
much is talked. It is no substitute for the true Health 
Service which, if we sincerely desire health, ought to come 
first in time and have first claim on our resources. In 
the present white-paper there is no hint that, at least in 
its fulness, it is ever to come atall. The citizen is invited 
to believe that health is to be sought not in the fields, 
the workshop and the home, but on the benches of the 
polyclinic. 

WILL IT WORK ? 

But, laying health aside and judging it merely as a 
medical service, I find it very hard to picture what is 
planned as a successful going concern and to imagine how 
its essentially dissonant aims can ever be harmonised. 

It proposes (p. 47) ‘“‘ to ensure that everybody in the 
country ... shall have equal opportunity to benefit 
from the best . . . medical and allied services available ” 
(‘ available ’’ meaning, I suppose, not ‘* available within 
the service ’’ but absolutely), ‘‘ to provide the service free 
of charge . . . and to encourage . . . the easier obtain- 
ing of advice early, the promotion of good health rather 
than only the treatment of bad.’’ Yet there is to be “‘ no 
compulsion into the service *’ for doctors (pp. 9 and 47) or 
for the voluntary hospitals (p. 22), and within the service 
‘* the doctors taking part must remain free to direct their 
clinical knowledge and personal skill for the benefit of 
their patients in the way which they feel to be best” 
(italics mine). 

On p. 9 there is a saving clause—‘* This cannot all be 
perfected at a stroke of the pen, on an appointed day.”’ 
But there is little to suggest that the task is really formid- 
able, long or subject to hazards. 

Unless the populace is to be admitted by age-groups 
or is to be given its presents a few at a time, like children 
at a too-abundant Christmas, a day must come when 
every man, woman and child will wake to find that he is 
officially entitled, ‘* free,’ to everything that medicine 
has to give. Diathermy,. radiography. psychotherapy, 
a health-talk, a tonic or a linctus—all are to be in the 
gift of his doctor, whose duty it is to see that he gets 
them ; and he is urged not to wait until he is ill but to go 
to his doctor early in the interests of his health. Nor is 
this day to break after five or ten years of building. 
organising, recruiting and training, but soon—for this is 
Assumption B—perhaps almost on the morrow of the 
armistice when, as we know too well, the reaction from the 


4 
ead 
ype 
i 
nts 
the 
r if 
sat- 


444 THE LANCET] 
hard work, self-denials, disciplines and restrictions of war 
reaches its height. About the same time, if the Beve- 
ridge proposals go through, it is to become far less 
unprofitable to be unfit for work. 

Surely one need not be a cynic but only the mildest 
kind of realist to foresee a quite unparallelled inundation 
of the medical services of this country. No-one with 
experience of practice, whether among the medicine- 
loving hospital casualty or ‘‘ panel” patients, the 
anxious and apprehénsive intelligentsia or the frightened 
and fussy rich, could possibly expect anything else. But 
for an inundation the medical services will be ill-pre- 
pared. Our young men have been rushed through their 
training and on the battlefield will have forgotten or 
never learnt the arts of civilian practice ; some, perhaps 
many, will not return, some will have had enough of 
discipline. Of their seniors it may be that many of the 
best—those who have made good in and enjoyed their 
practice and have best reason to trust the loyalty of their 
patients, who love liberty and do not fear responsibility, 
may elect to stay outside. 

What then will happen to the service ? It might break 
down completely ; but more probably it will settle into a 
routine of chronic hurry and overwork of which the brunt 
will be borne by the unhappy general practitioner. The 
gap between him and the consultant must, I think, 
inevitably widen and be harder to cross, and the first 
full paragraph on p. 29, though rather obscure, seems to 
suggest that neither academic distinction nor ability 
can be allowed to raise one general practitioner’s head 
above another’s. It looks as if such small advancement 
as is possible for general practitioners within the service 
will be solely by seniority. 

It cannot be said too often that the first requisite for 
good clinical work is not equipment, the presence of 
colleagues for consultation, or even accessory services in 
the background, but time. Whether ‘‘ health centre ” 
practice will be better or worse than casualty department 
practice—which in any case I think it must closely 
resemble—is bound to depend most of all on this factor. 
Time and money are linked, and a low capitation fee 
means hurried work ; but a salary is no protection if some 
official or committee in control insists on ‘‘ keeping the 
numbers up ’’—a curse of clinic practice, as everyone 
knows: and if, while the doctor gets shorter hours, 
refresher courses, holidays and retirement at 65, the 
populace responds to ceaseless propaganda by coming 
early, often and in health, [ cannot see where the time is 
to come from. If it does not come, the general practi- 
tioner will quickly decline to a sorting-officer, medicine- 
giver and certificate-signer, and if that happens no man 
of enterprise and ability will ever again choose general 
practice in preference to consulting work. 

Perhaps this is intended, for although on p. 25 we read 
that ‘ one of the aims will be to encourage more doctors 
of the right type to enter this’’—the consulting— 
branch of the profession, there is, I think, no similar 
statement about general practitioners. Yet if general 
practitioners of distinction cease to exist, the loss to the 
public, to the profession as an organism, and to the art of 
medicine will be great. 


SURVIVAL OF PRIVATE PRACTICE 

This brings me to private practice. We are told 
several times, almost with unction, that it is not to be 
forbidden—as though in a country reattaining any 
semblance of individual liberty it could be forbidden by 
law—but the light in which it is regarded is shown on 
p.47:°*.. . no interference with the making of private 
arrangements at private cost, if anyone still prefers to do 


Clearly its survival or disappearance is regarded as a 
matter of indifference to the community and to the state 
service on which it is supposed it can have no influence. 
Yet on p. 6 we read : ‘‘ The record of this country in its 
health and medical services is a good one. . . . Reform 
in this field is not a matter of making good what is bad, 
but of making better what is good already.’’ Would it 
not have been wiser and more consistent to have regarded 
private practice as one of the things that is good and to 
have made it better ? 

No doubt it is, in a vague way, expected to survive. 
It is quite incredible to me that cabinet ministers or the 
bulk of MPs really expect to go or to send their wives 
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and children to the health centre when they want to 
consult their doctor, or even to take their turn among his 
other insured patients. They would as soon, I faney, 
look forward to taking all future meals in a British 
Restaurant. They and some millions of middle-class 
citizens are assuming, in that strange British fashion 
which first brought us to Dunkirk and then saved us 
through our anesthesia to defeat, that ‘ there’ll always 
be an England ” (with the doctor in the doctor’s house) 
and that “ it can’t happen here.”’ But can’t it 2? With 
*‘ the best free for all”’ the function of private practice is 
highly anomalous, and the relation of any practitioner 
not clean outside the service to the necessarily insured 
patient will be like that of Pooh-Bah to Koko—‘‘ come 
over here where the Lord Chancellor can’t hear us.” 
Even if this queer relationship be somehow regularised, 
it is still true that nothing in the plan is designed to help 
the private doctor, and almost everything in it will make 
his path more difficult. No-one would suppose that 
either he or the self-reliant citizens who prefer him as 
he is, deserve well of their country and are worth 
encouraging. 

If private practice does survive, it will be in spite of and 
not because of this scheme. 

I am reminded of a promise made when London buses 
first had lids. There was no intention, it was said, of 
shutting in all the buses ; those who liked their ride in 
the open would always be able to get it. Much good 
would it do them now to appeal to the LPTB! Uni- 
formity and the convenience of the greatest number has 
prevailed and a good experience, prized by quite a large 
minority, has become a memory. 

But will it, even legally, be possible for very long to 
stay outside the service ? Suppose the service fails, 
even partially, to ‘* deliver the goods ’’ while outside it 
private practitioners are delivering them, how long before 
these anti-social reactionaries are ‘‘ directed ’’—fatal 
word—to join the majority ? So far as I can see one of 
three things must happen. (1) Private practice will. 
before long, completely cease, its place being taken, on 
black-market principles, by large-scale unqualified 
practice at which the state will cheerfully wink. (2) A 
few practitioners will maintain a meretricious and 
expensive service for foolish rich people, but ordinary 
decent folk will have no choice. (3) Enough doctors and 
enough citizens will feel strongly enough about the virtues 
of private practice to make a service for themselves, like 
that of the private and ** public ”’ schools. 

The first two of these would seem to me national cala- 
mities ; the third I should regard as a healthy reaction 
against ‘‘ the new despotism ” and it would do something 
to keep the public service *‘ on its toes’’; but it would 
probably conflict with the promise of ‘‘ the best avail- 
able’ and would not make for national unity. Unless, 
which may yet happen, our love of liberty returns in full 
force, | doubt. as I have said, if it would long be suffered 
to continue. 


FREEDOM ? 

What of the most precious freedom of all—the freedom 
to direct our clinical knowledge in the way which we 
“feel to be best.’’ Can it really continue when the 
responsibility for satisfying the patient rests not on the 
doctor but on the Ministry or local authority who em- 
ploys him ? [simply cannot believe it. A few mistakes, 
a few angry complaints and questions in Parliament and 
the borough-council chamber, and not only the defaulter 
but his innocent colleagues will find themselves disciplined 
and restrained, the range of their responsibility curtailed, 
their procedure dictated. It cannot be otherwise. A 
fatal accident on one occasion at one tube station has 
‘aused restraints and structural alterations in every tube 
stationin London. ‘* Safety first ’’ is the cardinal maxim 
of bureaucracy and that the plan is bureaucratic no-one 
reading Section [II can possibly dispute or doubt. 


So I am sorry but I do not like the white-paper. The 
plan would equalise the distribution and the quality of 
medical service to the community and it would fill some 
of the gaps. but (as I think) at a cost in freedom, in 
personal responsibility and initiative, in that variety 
which is the spice of life, and in the attainment of the 
best possible in medical practice, which is far too great. 
Its promises seem to be incompatible with each other 
and I do not believe they can be fulfilled. 
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A passage in Arthur Bryant’s The Years of Endurance 
seems to me dreadfully relevant. 

‘* When the Parliamentary Commissioners offered a poor 
commoner a few years’ purchase for his hereditary rights of 
grazing and turfing, they were depriving unborn generations 
of their economic liberty. This was forgotten by a vigorous 
gentry ... possessed by an enlightened ... desire... 
to improve on the wasteful and obstructionist farming 
methods of the past. In their impatience they overlooked 
the fact that freedom—their own most prized privilege— 
generally appears ineflicient in the short run.” 

vu.—By A WEsT COUNTRY PRACTITIONER 

Ir is perhaps difficult for one who believes that a 
sound doctor-patient relationship is a rock proof against 
anything short of the death of one or other party to share 
the widespread apprehensions about what may be in store 
for us general practitioners. This is not to imply smug 
complacence, still less an attitude of ** why-worry-it-will- 
last-my-time,”’ but rather one of reasonable philosophic 
detachment, and (it is to be hoped) of unbiased judgment. 

As students we were sometimes reminded by our more 
enlightened surgical teachers that the most important 
person in the operating theatre was the patient. It 
would be salutary when we begin to think and talk and 
argue about changes in the medical services to keep that 
simple fact always in mind, and not allow ourselves to 
substitute for the good of the patient something that 
aims merely or primarily at the good of the politician 
(central or peripheral), the bureaucrat or the doctor. 

About the procreation of the white-paper two things 
strike me as odd. First, it would be interesting to know 
who decided, and why, that changes in the medical 
services, long and vainly advocated by the profession 
itself, had suddenly, in the stress of war, with many 
doctors away on service and the rest langely overworked, 
become a matter of almost frantic urgency. Secondly. it 
would be’ interesting to know how members of the 
Medical Planning Commission were chosen. (Person- 
ally, I was pleased and flattered when invited to join the 
local committee ; I enjoyed the work, attended all its 
meetings and did my best to contribute ; but nobody 
has yet told me how or why I or any other member of that 
committee was selected. Certainly none of us was 
chosen by ballot. Not much evidence of democracy 
here, it seems; but let that pass.) Suffice that, as a 
result of some union, licit or illicit, the white-paper was 
born, and all that can be said with certainty about its 
origin is that the patient was neither its father nor its 
mother. 

Perhaps the only point on which the supporters and 
opponents of the white-paper proposals are agreed is that 
the family-doctor idea is worth preserving. Even so 
they agree only about the idea, not about the doctor. 
Some say that much of the general-practitioner service 
at present provided is indifferent or even bad ; it may be 
so, though judging by the general practitioners I come 
across it is hard to believe. Still harder is it te believe 
that X, Y and Z who were fellow-students of yours and 
mine, who took higher qualifications, who held all the 
house-appointments in turn, who deliberately—not 
faute de mieux—chose general practice as a life’s work, 
and whose zeal and ability were beyond question, can 
even have become indifferent doctors. But they, of 
course, are all ‘‘ therapeutic ’’ doctors, rejoicing in 
responsibility and delighted to tackle the graver kinds 
of illness; they are not ‘ prophylactic ** doctors, nor 
administrative officials, nor what have been vulgarly 
called consultants’ touts. 

Now, your white-paper general practitioner will not be 
like X, Y or Z. I do not say that he will be better or 
worse, but he will certainly be quite different. No longer 
his own master, not even directed by a more or less 
disinterested and efficient corporate body, but ground 
between the upper and nether millstones of ministerial 
and local authority, backed by a formidable array of 
consultants whose services he will not only be encouraged 
but virtually compelled to invoke whether he wants them 
or not, he must necessarily cease to be a responsible 
‘* therapeutic ’ doctor. He will, of course, be differently 
educated for the quite different functions he will have to 
perform. He will visit his patients, like the curate, 
when they are all feeling quite well, for a cup of tea and a 
little chat. A sort of one-man brains trust, he will be 
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expected to answer innocent questions as to the relative 
merits of various nostrums for ‘ constipation”? and 
‘eatarrh.’’ The family-doctor idea will be preserved ; 
but what sort of a doctor-patient relationship will this 
be, I wonder ? 

The new general-practitioner service will not attract 
men of the type of X, Y and Z. The bad or indifferent 
family doctor of today may disappear, it is true—but 
with him will go the good family doctor of today. Will 
this, on balance, be a good thing for the patient ? If 
the answer is ** Yes; he will get better service from an 
array of consultants,”’ then there is nothing more to be 
said; X, Y and Z will soon have served their turn and 
that type of general practitioner must disappear. 

But is it the answer? Aren’t we throwing the baby 
away with the bath-water ? A pity if we are; because 
he is rather a large and versatile baby whois surprisingly 
often a good physician, a seund surgeon or safe anas- 
thetist, a first-rate obstetrician, a bit of a pathologist 
and no mean psychiatrist all rolled into one. 


Vill.—By A Country Docror 

In the development of our medical services, the 
Country Doctor can claim to have been influenced the 
least by modern trends. I am willing to admit that 
there is much about him that needs bringing up to date, 
but it is wise to pause on the brink of the frying-pan 
to see what sort of fire is being heated up for us. 

First impressions of the white-paper remove any doubts 
that the nation requires our services as a professional 
body. rather than as individuals, and that we must 
therefore follow the trend of the times by voluntarily 
giving up some of our freedom in the cause of efficiency. 
I think we all accept that: we agree also that the 
grouping together of all services into some form of 
‘health centre ’’ is logical, and we modestly acknow- 
ledge the bouquet thrown to the family doctor, as the 
‘* first line in the care of health,’’ or (as it has been put 
before), the PBI of medicine. But after that, one has 
to think clearly. 

A standard universal service is suggested: what 
standard ? The white-paper suggests that it shall be 
our old friends the local authorities who are to pay the 
piper. What sort of tune will they call ? The present 
ecndition of competition between doctors has at any rate 
the virtue that the devil takes the hindmost, and a high 
standard in one man in a neighbourhood inevitably 
raises all. Unfortunately what is best is so often the 
most expensive. What sort of a standard are we to 
expect from a county or rural district council, who have 
to foot the bill, and who have eliminated competition ? 
The tradition of the voluntary hospital goes on in the 
general practitioner, so that we get the apparatus and 
do the job first, and hope that somebody will pay for it 
later. On the other hand the words ‘“ local authority ”’ 
suggest bureaucracy,” treasury and even “ utility.” 

Let us leave the white-paper for a moment to go over 
the defects in the present position, then ask how can 
they be put right ? and finally see what does the white- 
paper promise ? (As much of this applies to general 
practice elsewhere than in the country, it is of double 
importance. ) 


FAULTS IN PRESENT-DAY COUNTRY PRACTICE 

Professional.—Doctor and patient can get.on very well 
together so long as the problem is straightforward, and 
can be dealt with in the consulting-room or at the 
patient’s home ; but if hospital or consultant services 
are needed, there can be great difficulties, due to distance. 
The hospitals have been built to serve the needs of the 
towns, and their outpatient hours rarely agree with the 
local bus or train time-table ; in fact one sometimes 
has to say to a patient, *‘ the journey to and from the 
hospital will undo all the good you can get there.’’ For 
inpatients there can be infernal difficulty in obtaining 
admission, involving the selection of the type of hospital 
(cottage, general, infectious, maternity, tuberculosis, 
or poor-law); the facilities for relatives’ visits weigh 
heavily with the patient’s family ; and county boundaries 
may have a say, as also the financial standard of the 
patient. 

Postgraduate study.—When | left hospital, one of my 
chiefs said: ‘‘ So you are going into the country to grow 
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roses 3 1 had expected better things of you.’’ Resent- 
ment does not alter the partial truth of this attitude. 
Lack of time and opportunity prevent most country 
doctors from keeping anything like up to date.  Post- 
graduate weekend courses only rub in the magnitude of 
the gulf between teaching hospitals and country practice ; 
the journals help, but sometimes they intimidate one 
with their high scientific tone. 

Most of the professional shortcomings of the country 
doctor come back to the question of time. Travelling 
eats up so much of the day that the actual work has to 
be hurried, and with an eye on the clock. Telephones 
and cars are by no means an unmixed blessing, for if 
they have made journeys quicker they have also doubled 
or trebled the number of calls. A visiting list of 20 in 
the country may involve as long a time as 70 in the town, 
with an equal standard of service. 

The patient's point of view.—His main difliculty is 
multiplicity. He and his family between them may need 
to be attending several clinics besides his family doctor. 
Antenatal, children’s welfare, orthopaedic, dental, eye, 
and tuberculosis clinics, and their correlated food office 
and public-assistance oflicer, may be in different villages 
or towns, and certainly on different days; and how is it 
possible to do one’s job, and run the home and yet be 
constantly off on these errands ? 

Certification.—This affects patient and doctor almost 
equally. Modern civilisation has imposed this burden 
onus. The patient has needs, and for each separate need 
a separate and different form of certificate must be filled 
in by the doctor. 

Domestic.—It is not fair to judge the domestic short - 
comings of country practice in war-time ; we must look 
back at prewar days, and see what there was then to 
grumble at. Nothing, by present-day standards. And 
yet the menace of the 24-hour telephone service was 
beginning to make itself felt. As an elderly colleague 
put it: ‘ They think I’m an asterisked jack-in-the-box ; 
twopence in the callbox, and up I pop.’ Time was 
when calling the doctor meant coming in for him, and 
I can think of no better protection from frivolous calls. 
Now every village green has its telephone booth to tempt 
the anxious relative. So better communications and 
transport deprive the country doctor of any private 
life ; the doctor’s wife bears the brunt, and Dr. John 
Ryle has not overestimated the desire of this power 
behind the throne for emancipation from a 24-hour 
‘shop.’? From the patient’s point of view, he is being 
taught to consult his doctor oftener, modern communica- 
tions give him better access, and it is natural for him to 
take advantage of them. 

Finance.—Spare time and money rarely go together 
in a doctor’s life. A sutfticiency of one seems automatic- 
ally to cause a lack of the other. This is especially the 
case where the young man buys his practice or his house 
on a mortgage. If he is keen and successful, he cannot 
afford not to take on all the work offered, so as to free 
himself from the early burden as quickly as possible ; 
if he is less successful, his leisure is soured by money 
cares. In either case he is bound to the feet of the rich 
old ladies—of both sexes—for his punctilious attention 
to them not only provides the * jam” in his family 
budget, but balances the deficit on cases of real medical 
need and slender means. As his finances become more 
solid, there is a satisfaction in attaining a corresponding 
professional independence. 

This buying and selling of practices can be strongly 
condemned on idealistic grounds, and reformers ask 
‘* How can you be interested in positive health when you 
buy a slice of the ill health of the community as an 
investment, and the worse the health the better your 
dividend ?*’ Yet it can be retorted that in a world 
where human nature is still far from ideal, the personal 
stake is a powerful incentive to do good work. 1 suppose 
that we go into medicine for one or more of three reasons 
—medicine, a way of life,or money. We want to keep 
the primary attraction to the first two. 

Financially, the patient is in a very variable position, 
and he must rely on his own providence for everything, 
except what the National Health Insurance makes com- 
pulsory—namely, a family doctor for himself. Illness 
in his family, with hospital, consultant and nursing 
services, may involve him in great difficulty. 
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SUGGESTED REMEDIES 

Professional.—The logical answer to this multiplicity 
of treatment centres is to group them all together into 
one convenient spot. A health centre for each village 
would be a farce, and its single-handed doctor may have 
to continue as such; but in every small town where 
there are two or three doctors, and which serves as a 
centre for the surrounding villages, let us have the centre 
by all means, and let it be much more than just a com- 
munal surgery. <All medical and allied work should be 
included (the question of inpatients would depend on 
the nearness of the parent general hospital). General 
practice, clinies, visiting consultants, minor surgery, 
dentistry, eyes, should all be grouped close at hand, 
but not necessarily under the same roof, and the Minis- 
tries of Labour and Food should carry out their true 
functions of serving the public by being at hand and 
open.” 

The visiting consultant is important. Instead of the 
little band setting forth each day to the hospital armed 
with the doctor's notes, let the consultants visit the 
centres at stated times. If the consultant will only see a 
patient with his doctor present, or introduced by him, 
country doctors will not deteriorate into signposts to the 
different outpatients. and regular contact with con- 
sultants would partly solve the problem of the refresher 
course. 

Inpatients.—These. should be admitted through the 
local equivalent of the London central sorting office. 
By day and night the clerk in charge would have details 
of beds available throughout the hospitals of all kinds 
in his area, and would arrange for the transport and 
admission of the patient to the nearest suitable bed. 
Need we in fact wait for a white-paper to institute such 
a sensible arrangement ? 

Postgraduate study.—The establishment of an EMS 
hospital in the neighbourhood has shown me the solution 
of this problem very clearly. 

The superintendent was a man of great parts, and he 
instituted a ‘ staff round *’ on one afternoon a week to 
which he invited all neighboring doctors. For four 
years those rounds have been the most complete post- 
graduate course that a general practitioner could wish, 
with the advantage that one can bring up any problem 
of the moment and get expert advice, as well as combine 
it with seeing how one’s patients are going on. Such 
rounds should be made available as soon as the new 
regionalisation of the hospitals is introduced, and there 
should be some pressure put on to the men in practice 
towards regular attendance. As seasonal epidemics 
crop up they could be used as texts (epidemic hepatitis, 
anterior poliomyelitis and so on) to guarantee that al/ 
doctors were fairly up to date. The use of new drugs 
could be better disseminated than by the present hap- 
hazard breakfast-table advertisements, and above all 
the local doctors would meet constantly and talk ‘* shop,”’ 
and would feel themselves an integral part of the hospital. 

Certificates. —This drudgery could be largely done away 
with at once, if a small committee of doctors designed one 
‘omnibus "’ certificate, of which only one copy was 
issued by the doctor. If the golden postwar age requires 
further copies, then they should be available from a 
lay clerk. 

Domestic.—Grouping together of doctors does away 
with the 24-hour bells. But this is harder in the country, 
where there may be only one doctor. Education of the 
public is the solution. One might even have to safeguard 
the doctor by a fee for any service at unreasonable times, 
even if it were a telephone call. The introduction of the 
apprentice system again would give some better guarantee 
of uninterrupted time off. 

Finance.—Whatever the financial basis of the new 
system, it must fulfil certain conditions. For the doctor 
it must provide for a decent professional standard of life 
without money worries : it must be sufficiently attractive 
to a good number of young men and women, yet not 
sufficiently opulent to compete with business for those 
after ‘‘ big money.”’ And the choice between general 
practice, consultant work, preventive services and 
administration should be freed from financial considera- 
tions. As a man grows older and has more responsi- 
bilities, he needs a larger income and medicine should 
offer him the hope of this if he works well. There 
should be some provision for retirement or illness, 
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For the patient, immediate inclusion of dependants 
in the present NHI scheme would be universally accept- 
able, at any rate in this neighbourhood, but he must 
feel that he is getting the best value for his compulsory 
contribution. 

THE WHITE PAPER 

How far does the white-paper go to carry out these 
suggested improvements ? It promises a comprehensive 
service, of well-distributed doctors, working mainly at 
health centres, and organisation to provide. reasonable 
holidays and refresher courses.’’ It offers compensa- 
tion and superannuation, at least as subjects for dis- 
cussion ; and it provides that young doctors can enter 
their profession without financial burdens. All this is 
unexceptionable, and it only remains to see how the 
Government proposes to carry it out. This will depend 
on two things, what money is forthcoming and who is to 
spend it—in other words administration. 

Administration.—Here we must be very clear, and I re- 
peat the warning given in the first paragraph ; ‘“ utility ”’ 
health centres, or even the best the local authority can 
provide wider the circumstances (i.e.. without raising the 
local rates too much) have our united and unqualified 
abhorrence, and would be doomed to failure from the 
start. Any skimping in a national scheme would at 
once drive all who could afford it to the blacklegs and 
quacks. And because ‘‘ local authority ’’ has to be so 
careful of the public funds which it administers, I give 
my opinion that it is by its nature unsuitable for the 
administration at any point in a comprehensive health 
service. * * * 

Association with the country creates a conservative 
outlook. Yet we are all willing to fall into line with 
whatever is obviously for the good of the community. 
We have, however, a proud tradition, and we are willing 
to hand over our affairs only to men whom we can trust 
to maintain that tradition. 

Both the Medical Planning Commission and Medical 
Planning Research recommended suitable ad-hoc bodies 
of doctors and laymen; so that the white-paper’s 
preference for political bodies invites grave suspicion. 

MAKING A DEATH-MASK 

Mr. C, J. Ross writes: Death-masks were employed by 
the ancient Egyptians and Greeks in connexion with their 
funerary practices, as a necessary preliminary to the creation 
of an effigy or portrait statue of the deceased person. "They 
were made of various substances—plaster, wood, stucco, silver, 
gold and so on. The death-mask has remained in vogue ever 
since as a convenient means of preserving some record of the 
lineaments of the distinguished dead. The material commonly. 
used for making a death-mask is plaster-of-paris, as employed 
by dentists, and the following procedure is adopted. 

When the face of the subject is set in death, olive oil is 
massaged into the entire skin surface of the face, neck and 
ears, in order to ease the removal of the plaster mask when 
taken. The nostrils and ear passages are plugged with oiled 
cotton-wool to within about a quarter of an inch from their 
surface apertures; the eyebrows and eyelashes are care- 
fully brushed into position. A greased cloth is disposed 
around the face to prevent the hair from being entangled in 
the plaster. 

To about a quart of cold water a little laundry blue is added 
to give a close surface to the flesh contact of the cast, and the 
plaster is added. The mixture is sieved until it attains the 
consistency of thick cream. It is now applied to the face in 
layers until the whole facial area is entirely covered, and is 
allowed to set. A thicker layer of plaster is subsequently 
added to prevent cracking of the mask during removal. 
The whole mass of plaster may take an hour or more to set. 
The mask is duly removed by lifting gently with the fingers 
placed under it on each side in the regiqgn of the ear lobes ; 
if the preliminary oiling has been properly done, the mask 
will lift away without difficulty. The completed mask or 


mould is now allowed to remain in a well-heated room for at 


least 60 hours and is then well oiled before being used for 
casting. When a cast is prepared from this mould, it should 
be stored in a dry, airy place for about a month. Thereafter, 
any surface roughness may be removed by sandpaper. Three 
coats of shellac are then applied and afterwards any tinting 
deemed necessary is carried out. 

I have seen this method adopted, with excellent results, 
on three occasions. 
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A Running Commentary by Peripatetic Correspondents 


I AM appalled by the various systems of payment that 
seem to be advocated by various supporters of a full-time 
medical service. Like our bad habits they have tradition 
behind them, but doctors surely know better than anyone 
else the dysgenic effects of late marriage and late 
children which the present system of civil service salaries 
promotes and which Beveridge will not cure. Therefore 
if any of us are to get salaries from the state let us at 
least insist that these obvious faults should be avoided. 
As a rough guide [ would suggest a commencing salary 
of £400 yearly increasing rapidly by £30 increments for 
25 years, giving a man in his late forties, when he is near 
his prime as a doctor, a basic salary of about £1150. It 
should then increase by £10 or £15 yearly for a few years 
longer. On top of this basic salary there should be a 
marriage allowance of £150 yearly, together with a 
similar allowance for each dependant child. This would 
enable doctors early to enjoy the blessings, trials and 
responsibilities of family life which are almost essential 
to make a really wise and understanding personal medical 
attendant. The net sum would of course be consider- 
ably reduced by income-tax, but such a scheme would be 
some approach to a socially just scale of salaries, and 
ifit led to other branches of the civil services being paid 
in a similar way this immeasurable benefit would at least 
go some way towards compensating society for all it is 
likely to lose by the adoption of a state medical service. 
1 might add that the allowances should continue unim- 
paired when the doctor retires on pension, and during the 
transition period there would have to be generous adjust - 
ments for heavy commitments and special cases, perhaps 
even special living allowances for expensive areas. 

* * 

When I feel peculiar I send for the doctor to come 
round and see me, preferably after dinner because IL 
know he’s more likely to be at leisure then and so will be 
able to give me lots of time. It’s usually at the week- 
ends too, because I never seem to have time to feel 
peculiar properly during the week. Directly he arrives 
I warn him—*‘ [’m going to pay you full fees for this 
visit. None of your doctor-treating-doctor-free nonsense. 
I’m a rich man’’?; and I wave a cheque-book at him. 
He tells me not to be a fool. ‘ No,’’ 1 reiterate firmly, 
“I’m not going to put myself under an obligation to 
you, and I’m not going to feel all apologetic for calling 
you in whenever I feel peculiar. Besides, I’m not going 
to be treated like a Panel Patient (that makes him 
wince) I’m going to pay, and I’m jolly well going to get 
value for my money.” He tells me to shut up and asks 
me what’s the matter. I bid him sit down and make 
himself comfortable, and then I explain carefully and at 
length exactly how very peculiar I feel and illustrate 
my story with a wealth of expressive gesture. He 
examines me and | prompt him if he shows signs of 
slipping up. Then we discuss the whole business in all 
its ramifications from A to Z. As he rises I say, ‘“‘ You 
don’t want to go yet.” Sit down. Have a drink. I 
want to know what you think of Lin Yutang. Oh yes, 
and while you’re here you might cast your eye over the 
wife. And I’m not sure she’s any too happy about 
Baby either... .’ As he eventually goes I ask, 
‘““What’s the damage ? You’ve been called out after 
hours and seen three patients and spent two and a 
quarter hours away from home. What does that add 
up-to?” Again he tells me not to be a fool. ‘ What 
would you charge one of your Big Houses? Three 
guineas ?”’ He shrugs and is half through the door as, 
I bawl after him, ** O.K. Three guineas then. Thanks 
very much. I’m satisfied.” The next week I look 
round for something that he would like—some books, 
gramophone records, or an etching, to the value of three 
guineas—and send it to him. I feel I have had my 
money’s worth. He is doubly pleased with his reward 
because (a) he didn’t really expect it, and (6) it is tax-free. 

Now what I want to know is this. When we are all 
completely wrapped up in white paper stamped “ Please 
Take One ”’ in National MI Rooms, shall I have to queue 
up in his waiting-room with all the actresses, bishops and 
Cabinet Ministers who have come for their FFI’s ? 
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Last year I was told that if the base of a hyacinth 
bulb is scooped out and it is planted in sand, in dying it 
will throw a number of tiny bulbs. My first effort at this 
plant surgery was rather timorous and-it produced only 
an unequal row of septlets. But when | almost com- 
pletely disembowelled a poor bulb—a pancolectomy— 
then indeed [ had a family that a mid-Victorian manse 
might have envied. A dying apple-tree will often 
blossom again in autumn and the spermatozoon of the 
tuberculous, like some wing three-quarter afire to score 
before the whistle blows no-side, is said to be particularly 
successful. The ‘“ why” of this is obvious—it is the 
second of Nature’s Ten Commandments—but the 
“how,” how does dying tissue stimulate production, that 
is the biochemists’ job. In view of the threatening cloud 
of, racial extinction already breaking the horizon, I 
suggest they get on with it. Perhaps we can help them 
with a little phantasy—over the counter: ‘‘ Only two, 
Mum! Well, that is sad. What about trying a spot of 
this tinct. hya. moribundi ? Pink for you and sky-blue 
for your husband, eh ? One and nine, please. And you, 
Miss—Mum. Never had triplets ! Too bad. Now this 
grandiflora moritura mixture 

Funny how one’s phantasies turn sour. Perhaps it 
wouldn't be the gonads only that would be stimulated. 
Scene, a post-mortem : A primary growth, a carcinoma 
of pylorus, lies on a slab, and the sliced liver, kidneys 
and lungs, all showing metastases, are grouped round it. 
Primary Growth : 

{ got the message from a trusty source : 
Death creeps apace, strike out while time gives grace ; 
If you would live, it must be to yourself, 
Your primal right. Abjure Confederacy ! 
Chorus of Metastases : 
Urgent we bore the warning far and wide : 
If you would live, live each unto your own 
As in the good old days of primal slime, 
And curse Confederacy ! 


* * * 


I noticed it this morning when L was shaving, a little 
spot on my neck just where there used to be a small wart. 
1 hadn’t my glasses on at the time but I looked closely at 
it in the mirror. It was a small brownish tumour on the 
skin and its edges faded indistinctly into the surrounding 
tissues. I began to wonder if all melanomata were fatal 
irrespective of treatment, or if one as small as this could 
be excised completely without recurrence. I doubted it. 
All my teaching seemed to suggest the contrary. I asked 
my reflection in the mirror if it was worth suffering all 
the attendant discomforts of an operation for a condition 
which was going to prove fatal anyway. On the other 
hand there was always a chance that it might not recur. 
I thought I had better have it done and weighed up the 
pros and cons of asking various surgeons of my acquaint- 
ance to do it but found I couldn’t make up my mind 
whom I wanted. As a prospective patient [I found all 
surgeons equally undesirable. Of one thing | was quite 
certain—I did want to know the pathologist’s report on 
the tumour after it had been removed. I wasn’t going 
to have any nonsense of suppression of a diagnosis of 
malignancy. If it did turn out to be a melanoma what 
was | going to do about it ? I squared my shoulders, 
pulled myself together, and decided with true British 
fortitude that I would continue to work as if nothing 
were wrong until I could work no longer. Ina more com- 
posed frame of mind L bent over the basin and washed 
myself. As [ was leaving the bathroom I took one 
parting look at the little spot which was nothing less 
than sentence of death. It had washed off. 


SIXTH SUPPLEMENT TO THE BPC.— Most of the latest supple - 
ment to the British Pharmaceutical Codex is taken up with 
additions and amendments to bring it into line with the Sixth 
Addendum to the BP. The searcity of rubber and silk has 
necessitated alternative specifications for battiste and jaconet 
and a monograph on oiled artificial silk. The lack of uni- 
formity in the standard gauges of catgut adopted by manu- 
facturers should be corrected by the new monographs on 
sterilised and non-sterile surgical catgut, which also include 
information on the methods of sterilisation and the physical 
properties of catgut which will be useful to surgeons. 


PARLIAMENT 


faprin 1, 1944 
Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS MP 


WE have had a debate on war decorations and medals, 
a secret session, and two days of further consideration 
of the Education Bill. The Government got off with 
honourable mention in the medals debate, but on 
education they had a setback. A large number of Con- 
servatives and others were anxious to get the Minister of 
Education to agree to fix a date for the raising of the 
school age to sixteen and after a long debate, the Govern- 
ment still refusing to agree, took the question to a 
division. and 137 members voted for the date now and 
172 for leaving the date blank. Many members felt that 
to leave the date blank was to invite the indefinite post- 
ponement which has overtaken some of the well-con- 
ceived measures of the Fisher Education Act of L918. 
There was educational stimulation in 1918 as now. 
There was medical advance then as now. There was 
talk of homes for heroes and now there is talk of 300,000 
homes in the first two years after the war but without 
consideration of the necessary planning. 

The trinity of reports, Scott, Uthwatt and Barlow, 
were the focus of an active debate in the Lords, when 
Lord Latham, leader of the London County Council, 
asked for specific assurances about planning and Lord 
Beaverbrook, speaking for the Government, said that 
none of them would * willingly vote in the Lobbies of 
Parliament in condemnation or even criticism of the 
planning programme of the greatest of all planners ” 
—the Prime Minister. All must be for the Second Front. 
To which Lord Latham replied that the Government were 
putting up a hedghog defence, the first blockhouse by 
the Minister of Reconstruction, Lord Woolton, the second 
by Lord Beaverbrook, the ** locus classicus of the peri- 
patetic politician. You never know where he is.”” The 
House of Lords is uneasy about the lack of planning, 
and the Minister of Health when he introduced his 300,000 
emergency homes proposal also had a lively and critical 
reception. Both Houses want to know the Govern- 
ment’s proposals about land, about compensation, about 
the reconstruction of cities. The Government will 
undoubtedly have to make up its mind quickly. 

There is of course another fence to jump—the 
Beveridge proposals. In the discussion on the provision 
of school meals in the Education Bill, Mr. Butler pleaded 
the necessity for leaving this vague as he is not yet 
authorised to speak on the policy with regard to chil- 


dren’s allowances, a Beveridge assumption. More 


progress has been made on the Education Bill because 
members are tired of the strain of the consideration of 
hundreds of amendments. and because the by-issues are 
in a fair way to solution. But the medical aspect of the 
bill is not wholly satisfactory. Too much is left to the 
good intentions of future, and unknown, ministers of 
education. It is now probable that the Education Bill 
will go through its stages before Easter, and the decks 
be cleared for other reconstructive legislation. 


THE WHITE PAPER DEBATED 
In the House of Lords 
LORD HORDER’S FEARS 

Lord HokDER in opening the second day of this debate 
on March 21, said he would be the last to decry the value 
of good doctoring, but he hoped that Lord Woolton as 
Minister of Reconstruction would see his own contribu- 
tion to preventive medicine continued after the war and 
stimulate his colleagues to get on with other basic factors 
of health—homes for family life, security from unemploy- 
ment. and the servicing of workers in industry. British 
health services singly were the best in the world, but they 
lacked coérdination and availability, and if availability 
was what the Government meant by comprehensiveness 
then he supported their proposals. 

But a perusal of the white-paper did not convince him 
that such knowledge and experience as we did possess 
had been fully utilised in framing the Government 
scheme. If the white-paper were only a_ tentative 
expression of the Government’s ideas of how national 
health services might be run, and if there were to be modi- 
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fication after further discussion with those running the 
health services today, Lord Horder’s fears would be 
allayed. But if the white-paper as it stood was to 
be the basis of an Act of Parliament, discussion being 
subsequent and not prior to drafting, then institutions 
and principles which. he believed to be of paramount 
importance e were likely to be lost. He could not endorse 
the principles of the white-paper, when it was not clear 
what those principles were. 

The main trend of the white-paper seemed to go off 
at a tangent from the evolution of our health services in 
practice. It posed an administrative structure which 
threatened two vital institutions of British medicine— 
the private practitioner and the voluntary hospital. 
True, the white-paper allowed them to remain, but their 
continued recognition would not be definitely encouraged. 
It referred to the private practitioner as a man carrying 
on a * separate ”’ practice as though his function would 
in future be a deviation from the normal. He is to be 
penalised by not being allowed to use the equipment of 
the health centre for his private patients. Frankly, Lord 
Horder thought the attitude of the white-paper to the 
man who wished to continue his private practice was too 
colourless, if not absolutely negative. 

-It was much the same with the voluntary hospitals. 
The authors of the white-paper seemed to say: Well, 
they have certainly made good and the public has ; a fancy 


for them, so, provided they can find enough benefactors ° 


to keep them alive, then they may remain. It. was ad- 
mitted that the coéperation of the voluntary hospitals 
was needed to build up the, new health service, and mere 
permission to exist showed a lack of apprec iation of their 
value. They were the vanguard of the medical profes- 
sion and the centre from which radiated the best-trained 
personnel and a constant stream of new knowledge. Of 
the 58 pieces of research work farmed out by the Medical 
Research Council in 1938 and 1939, 51 were distributed 
among workers in the voluntary hospitals. They 
deserved not only permission to exist but positive 
encouragement and a guarantee of financial security. 
Most doctors believed that the voluntary hospitals must 
be maintained pending the proposed developments in our 
hospital services, and that it was not in the best interests 
of the nation’s health that the medical profession should 
be a branch of the Civil Service. But what the public 
believed was more important. Lord Horder asked that 
the Government should enlighten the public as to the real 
implications of the white-paper, and he believed that 
public opinion would take much the same view as the 
doctors did. 

The Central Health Services Council was not to be 
appointed by the profession, and he shared Lord Moran’s 
distrust of an advisory body without executive power or 
the ability to appeal to the public. The Central Medical 
Board had executive power, but here again nomination 
was by the Minister. Lord Horder also thought an 
ad-hoc Hospitals Board should be set up and an anal- 
ogous type of administration adopted locally. He urged- 
that the regions chosen for hospital and allied services 
should be large enough to embrace all types of hospitals 
and clinics working always upwards to a key hospital 
which should be, wherever possible. a teaching hospital 
of university status, and added that it was in the 
encouragement and support of health centres that the 
new scheme would probably achieve its greatest success. 
He was glad that the white-paper did not specify the 
type and size of the proposed centres. He visualised 
different types, ranging from the centre designed to make 
group practice more efficient, through more ambitious 
centres with laboratories and X-ray installations, up to 
the Peckham family type. Lord Dawson had advocated 
the provision of beds where general practitioners could 
keep in touch with their patients. Lord Horder was 
more concerned to maintain and increas@beds at cottage 
hospitals for this purpose. 

Given proper vocational representation on the 
controlling and administrative bodies, both central and 
local, he was convinced that the health centres would 
actually bring about the availability of the health ser- 
vices which was the essence of the problem. In these 
centres the Government could nourish the spirit of 
adventure and enterprise which lies at the heart of British 
medicine and which the shadow of some parts of the 
white-paper threatens the obscure. 
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FURTHER CRITICISMS 

Lord GEDDES said that with any social security plan 
there must be a medical inspectorate, but he was per- 
turbed lest it degenerate into something like a medical 
Gestapo. The Earl of HUNTINGDON said that the pro- 
posed health centres would give us an opportunity to 
plan, finance and combine medical research on a national 
scale. Lord Trviot asked for a national joint research 
council embraci ym the medical faculty, the dental faculty. 
the veterinary faculty, agric ulturists and the Board of 
Education. The Earl of DoNoUGHMORE would have liked 
a Hospital Board on the lines of the Electricity Com- 
missioners. Lord HORDER interjected : We might get it. 
But Lord DONOUGHMORE thought he was optimistic. 
Continuing, the noble earl pointed out that health centres 
were untried but not new, as they had been proposed 
by the Dawson committee in 1920. Bureaucracies were 
said to hate advisory councils, and in this respect the 
Ministry of Health had a bad record. He would like to 
see some members of the Central Health Service 
Council appointed by professional bodies. He was also 
perturbed that membership of the joint authorities was 
to be solely municipal. 

Lord BALFouR of BURLEIGH said that the work of the 
MRC was not limited to the prevention of disease and 
cited researches on vitamins and food values. He said 
that more than a million people in the country who relied 
on homceopathy wished to know how they were to be 
fitted into the scheme. 

MINISTER’S REPLY 

Lord Woo.uTon in his reply said the Government had 
not come with a cut-and-dried statement and said, 
** These are the things we are going to do, and if you don’t 
agree with them there is the opposition lobby.’ Instead 
they had said, ‘*‘ Here are our general aims; will you give 
us the benefit of your advice ?”” The Government were 
most anxious to coéperate with the medical profession, 
to consult them, and to do everything with them except 
one thing. The Ministers were determined that they 
would take responsibility for their actions. They were 
not going to put that responsibility on to a medical board. 
They must be responsible to Parliament for what they 
did. 

When the Government said they were going to have a 
Medical Council that was not something put up as a screen, 
but was a deliberate effort to get the best medical opinion 
to advise the Minister. They had discussed for a long 
time whether that council should report direct to 
Parliament, and the only reason why that was not 
approved was that a constitutional issue was raised. 
But the mind of the Government on that and on other 
matters was an open one, and they were prepared for the 
fullest possible consultation before legislation was 
introduced. In the white-paper there was no proposal 
analogous to the powers of direction at present exercised 
by the Government under the National Service Acts. 
The Government must do what it could without regi- 
mentation of the profession to see that every area had 
enough doctors to go round. The Government had 
deliberately stated, Lord Woolton continued, that the 
total cost of the National Health Service would not be 
met by taxation, rates or contributions under the 
insurance scheme. All these put together would not be 
enough to maintain the hospital and other services 
required. Therefore, it would be necessary for the 
voluntary hospitals to continue, and they had been told 
that they would be paid for eg one rendered and left 
with comple tte autonomy. The Government was most 
anxious to develop a consultant service for the whole 
of the community, and before legislation was introduced 
they would enter into fuller discussion of this position 
and training. 

AMENDMENT WITHDRAWN 

Lord Moran in withdrawing his amendment said 
the voluntary hospitals feared that hospital building 
in the future would be largely municipal because it will 
be directed by the municipal authorities. The super- 
intendent of the Leeds Infirmary had suggested to him 
as a way out of the impasse the establishment of a 
sinking fund spread over 40 years at 24% on the 
This woula mean an addition 
bed referred to in the white- 


capital of the buildings. 
of £30 to the £100 per 
paper. 
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EDUCATION BILL 
Medical Inspection and Treatment 


On March 23 Mr. H. LinsreAD moved an amendment 
to clause 46 which deals with medical inspection and 
treatment, raising the question of dental and optical 
treatment. There was an extreme shortage of dentists 
and there were only some 650 medically qualified 
ophthalmic practitioners available for the inspection 
and treatment of well over 5 million school-children. 
He suggested that defects of vision were often over- 
looked, and wondered whether sight-testing opticians 
should not be used to supplement the services of the 
ophthalmologists. Dr. HADEN GUEST supported Mr. 
Linstead, provided the arrangement was provisional, 
and hoped that school medical officers would be given 
the right to go to the child’s home. The medical 
officer of health, health visitors, and school nurses 
already had this right. Mr. F. MEsserR would prefer 
to see the school medical service embodied in the 
national or local medical service. While an optician 
might rectify defective sight by the application of 
lenses, a doctor was needed to determine whether the 
eye required treatment. Mr. R. A. BUTLER, President of 
the Board of Education, said that ‘‘ medical inspection ” 
covered dental”’ and the terms ** medical’ and medi- 
cal officer "’ covered ophthalmologist. He acknowledged 
the valuable work which opticians were doing, but they 
were not doctors. Practically all children at birth 
were hypermetropic, and between 12 and 14 the eyes 
gradually became emmetropic, with the, result that 
their eyes gradually adjusted themselves with their 
growth and they therefore needed rather more visual 
tests to discover what was wrong with their eyes. It 
was necessary therefore in the general examination of 
children to examine not only for eyestrain but for the 
physical causes that might be at the back of the eye- 
strain. He must insist that the general examination 
of children for eye troubles should be done by ophthal- 
mologists. The amendment was withdrawn. 

Mr. BuTLER moved an amendment providing that if 
a parent gave notice to the authority of objection to a 
pupil availing himself of medical treatment the pupil 
should not be encouraged or assisted so to do. In 
the case of an infectious disease the child would be 
excluded from the school. The amendment was agreed 
to. 

_ Mr. Butler said that as to the point whether the 
inspection should be at appropriate intervals, the 
Government preferred to leave the bill as drawn, 
because they did not want to lay down a statutory 
minimum number of inspections, which often led to a 
doctor spending a great deal of his time looking at 
healthy children. As to Dr. Guest’s point. the Govern- 
ment did not think it would be right to impose an extra 
duty on the school medical officer to go into people’s 
homes, but the Government thought that the school 
medical service should obtain its information from the 
child’s own doctor, or from the public-health authori- 
ties. 

Special Schools 

In the House of Commons, during the committee stage 
of the Education Bill, Dr. A. B. Howirr moved an 
amendment to clause 31, which deals with the education 
of pupils requiring special educational treatment. He 
explained that the idea of the alteration was to change 
the expression ‘serious disability to disability.” 
There were cases of serious disability which did not 
require special education. As it stood, the clause would 
fail to include education in the specialist classes for chil- 
dren who required, for example, open-air treatment. 
Mr. KENNETH LINDSAY, in supporting the amendment, 
pointed out that the clause was meant to deal not only 
with the blind, the deaf and the crippled, but with the 
children who needed special educational treatment—in 
other words, the maladjusted. He was told that the 
word “serious ’’ could be dangerous. Epileptics were 
still regarded too easily in this country as people who had 
fits, when many of them were perfectly curable and educ- 
able. And the group who fared better in the United 
States than here were children suffering from cerebral 
palsy. Earl WINTERTON pointed out that in the next 
three or four years, probably before the bill came into 
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operation, science would unquestionably find new 
methods for creating or restoring normality. From that 
point of view this clause alone, in his view, was not suffi- 
cient, for if there were only two or three children in an 
area who required special treatment they should have it. 
Sir G. SHAKESPEARE favoured some scheme whereby 
first-class residential schools should be set up for these 
children of all ages. He would like to see these schools 
put under a special council. Viscountess Astor hoped 
the Minister would consult nursery schools about taking 
on some of these children and mixing them with normal 
children. 

Mr. CHUTER EDE, parliamentary secretary to the 
Board of Education, said that one of the difficulties in 
dealing with many of these children was the uneven dis- 
tribution of accommodation. It was difficult to ensure 
that a child should get appropriate treatment unless they 
were prepared to face considerable hostility from the 
parents. The Government readily accepted the idea that 
there should be a national survey and an attempt at 
national organisation, and the President was willing to 
establish, an advisory committee inside the board. By 
this clause the Board also hoped to secure that as few 
children as were absolutely necessary should be described 
as special children. They desired to avoid as much as 
possible any certification which might cling to the chil- 
dren long after the necessity for it had been removed. 
They therefore wished to see an extension of day-time 
facilities and arrangements inside the ordinary school to 
help these children, while not removing them from the 
normal run of school life. One way to achieve this 
would be the extension of nursery schools for children 
under five and decreasing the size of classes in the 
primary schools. They would be able for the first time 
under this clause to deal with the maladjusted child. 
He assured Dr. Howitt that the Board were fully with 
him and would give the words to which he objected 
careful examination before the report stage of the bill. 

The amendment was withdrawn. 


QUESTION TIME 
Juvenile Delinquency 


Replying to Dr. Russert THomas, Mr. H. Morrison, 
Home Secretary, stated that he had been considering juvenile 
delinquency as part of the general problem of penal reform. 
He had come to the conclusion that what was wanted was not 
another committee of inquiry, but a standing committee to 
advise and assist the Home Office in developing a comprehensive 
policy of reforms and to maintain constant touch with the 
implementation of that policy. He proposed therefore to 
set up an advisory council to assist the Home Secretary to 
draw up a programme of reforms in methods of dealing with 
offenders and to advise him how to implement this programme. 
He would ask the council to give special and early attention to 
the problems connected with juvenile deitinquency. The 
Secretary of State for Scotland contemplated the possibility 
of action on similar lines. : 


Penicillin Committee 
Replying to a question, Sir A. DUNCAN, Minister of Supply, 
stated that Sir Henry Dale, prs, has accepted the invitation 
of the Penicillin Committee to be their chairman. Mr. Arthur 
Mortimer, until recently the chairman, will continue to be a 
member of the committee and act as vice-chairman, 


National Health Service 


Mr. ALFRED Epwarps asked the Minister of Health whether, 
when proposals for a National Health Service were drawn up, 
consideration was given to the fact that a number of people 
were treated by unregistered practitioners ; and what was the 
outcome of such consideration.—Mr. H. WILLINK replied : 
There is nothing in the proposals advanced by the Government 
which would prevent those who prefer to do so from seeking 
treatment from unregistered practitioners. The service itself, 
however, must clearly be based on registered medical practice 
in the form in which that has so far been approved by 
Parliament. 

Diphtheria Immunisation 


Replying to another question by Mr. Edwards, the Minister 
said: The number of cases in England and Wales in which it 
has come to my notice that death has taken place shortly 
after immunisation by toxoid against diphtheria is 2. It should 
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be borne in mind that it is estimated that about five million 
children have been given protection by this means in the last 
few years. The number of reported cases in which ** nervous 
trouble ’’ has been noted some time after immunisation fs 16. 
The relationship between the nervous trouble and the process 
of immunisation has not been established. Whenever 
practicable inquiries are made by medical officers about such 
cases, 
Famine Deaths in Bengal 


The recorded deaths from all causes in Bengal in 1943 total 
1,873,749. This exceeds the average recorded mortality 
during the previous five years by 688,846. This figure roughly 
represents the number of deaths due to starvation, malnutri- 
tion impairing resistance to disease, as well as to abnormal 
epidemic diseases not associated with malnutrition. (Mr. 
L. C. Amery replying to Sir STANLEY REED.) 


Malaria in Upper Egypt 


Mr. L. A. DE RoruscuHivp asked the Secretary of State for 
War whether the epidemic of malarial fever in Upper Egypt 
had spread to any troops stationed there ; and what prophy- 
lactic measures it had been possible to take to deal with this. — 
Sir James Gricc replied: The measures taken by the Army 
against malaria have on the whole proved successful and the 
recent epidemics have been confined to the civil population. 
The Army is helping the Egyptian government in a number of 
ways. 

Letters to the Editor 


THE QUESTIONARY 


Sir,—In common with 67.000 colleagues | have been 
invited by the British Medical Association to forward 
to the British Institute of Public Opinion answers to 38 
questions. The statistical analysis of our answers will, 
it is said, *‘ prove of great value in guiding those whose 
task it will be, on behalf of the profession. to formulate 
policy and subsequently to conduct negotiations.”” The 
subject of this interrogation is Cmd. 6502 of 1944 (°' the 
white-paper ”’) of which a copy was enclosed, together 
with an ‘* analysis,’ both of which I was asked to read. 

When I was 40, the obvious fact that nearly all effec- 
tive political power within and without the medical 
profession was (as it still is) in the hands of sexagenarians 
enraged me, and I thought Hamlet’s advice on the dis- 
position of Polonius eminently sound. Now that I am 
myself a sexagenarian, J still think so and do not beg a 
line of your (or any other editor’s) space to bless or ban 
the white-paper. To discuss a statistical question may 
be playing the fool ; but at least it is in a house of which 
I have been a co-tenant for many years. The question 
is: Will the statistical analysis of the answers to these 
questions be of value, if the object proposed is to discover 
what doctors think about the general plan sketched in the 
white-paper 

I begin with the most favourable case—viz., that those 
who send answers have read the white-paper and can, 
therefore, assess the value of the ‘ analysis’ and the 
aceuracy of factual statements in the questionary. All 
statisticians would, I think, agree that a necessary (but 
not sufficient) condition that a questionary inquiry 
should be of value is that the questions shall be uwnam- 
biguous, not capable of being interpreted by persons of 
ordinary intelligence in different ways, and if—as in the 
schedule before me-—the answer invited is a single word 
or figure, an intelligent answer can be given in a word or 
figure. How far this necessary condition is fulfilled can 
be illustrated by two examples. In question 19 one is 
invited to say how much a general practitioner or a 
consultant ‘“‘ should get from all sources. at 1939 prices.” 
Should get! I canstate accurately what I do“ get,” and 
so can my 67,000 colleagues. My opinien as to what I 
ought to “ get ’’ depends partly upon my self-esteem and 
partly upon my mood when expressing an opinion. 
What objective value can my opinion of what my col- 
leagues should get have.? 

Question 28 is: ‘If a National Health Service as 
contemplated in the white-paper is introduced. would 
you regard medicine as an attractive profession for your 
child ? ”’ Obviously only a colleague with a child of age 
to enter on professional training in or after April, 1944. 
could honestly answer this question at all and he would 
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have to decide whether * attractive ’’ means attractive 
to him or attractive to his son or daughter. 

I must not ask for space to quote other illustrations of 
flagrant violation of one necessary condition, and pass to 
another. The questioner must not suggest to the 
questioned the answer desired. Here is Question 1 :— 

“The Representative Meeting, September, 1943, voted 
by a majority that any National Health Service should be 
confined to 90% of the public—the remaining 10 per cent., 
the upper income group, being excluded. 

The white-paper proposes that the National Health 
Service (N.H.S.) should include everyone—the 100% 
proposal—but that no one should have to use it. Should 
or should not this basic proposal of the white-paper be 
adopted 7?” 

On the assumption I have made—viz., that the answer 
is given after reading the white-paper, the second para- 
graph seems to me a fair question. But what is one to 


say of the first paragraph? Its object is plainly to 


- remind, or inform, the reader that one professional body 


has condemned a proposal upon which his own opinion 
is invited ; that is, it is intended to influence his opinion. 

1 think Sir, it is not necessary to go further; on the 
assumption that an unbiased opinion given by persons 
who had read the white-paper was desired, the question- 
ary is bad. But, having taught medical students and 
young medical graduates since 1905, [ am not naive 
enough to expect all doctors to read original papers even 
when advised to do so. The white-paper consists of 85 
closely printed pages, written in the flat style normal to 
official documents, with that plentiful admixture of 
qualifying partieles which a civil servant, vainly, hopes 
may protect him from criticism. There is nothing im- 
proper in summarising a document and inviting a student 
to answer questions on the summary. This is the normal 
practice of teachers and examiners. The statistical 
analysis of answers to examination questions is not an 
irrational activity and if the teacher has fairly sum- 
marised the original papers and the examiner has set fair 
questions, we should reach some knowledge of the state 
of mind of examinees with respect to the original work. 
But here again the conditions are necessary. Do the 
* analysis ’’ and ** questionary ”’ fulfil them ? 

On p. 30 of the white-paper we are told that the design 
of a health centre ‘should provide for individual 
consulting-rooms, for reception and waiting-rooms, for 
simple laboratory work, for nursing and secretarial staff, 
telephone services and other accessories, as well as—in 
varying degree according to circumstances—recovery 
and rest rooms, dark rooms, facilities for minor surgery, 
and other ancillaries.” In the analysis ’’ we read : 
*“ What the Government proposes is merely communal 
consulting and waiting-rooms *’ and Question 16(b) asks 
whether the examinee would prefer communal doctor’s 
surgery, the type envisaged in the white-paper.”’ 

Has the white-paper been fairly summarised ? 

I must not ask space for further examples or for a 
peroration. The answer to the question concluding my 
second paragraph is, I think, No. 

London School of Hygiene 

and Tropical Medicine, 


DIAGNOSIS OF SMALLPOX 

Str,—Few doctors in England have ever had a chance 
of seeing smallpox, and now that a few cases are appear- 
ing | am afraid some maybe missed with tragic conse- 
quences to the community. I have worked in countries 
where smallpox was prevalent and should like to hand 
on the lessons I learnt about diagnosis. 

Vaccination does not alter the disease, it modifies it. 
The type of rash usually missed consists of five or six 
papules, vesicles or pustules on each wrist and hand, 
ankle and foot, and on the face, with two on the back, one 
on the chest and none onthe abdomen. There may be no 
history of any prodromal illness, or perhaps its existence 
is denied to avoid being sent to hospital, or losing work. 
In most cases an accurate history cannot be obtained. 
The distribution of the papules, vesicles, pustules or 
scars, the nature of the rash, its rate of maturation, and 
its depth in the skin will give the clue. 

The question is, what to do when confronted with a 
‘ase of “‘ pimples.’’ Wanklyn advised that one should 
always ask the question, ‘‘ Can this be a case of small- 


pox ¥”’ Two main points should be settled at once. 


MaJorn GREENWOOD. 


14 
new 
uffi- 
it. 
eby 
1ese 
o0ls 
ped 
cing 
mal 
the 
s in 
dis- 
sure 
hey 
the 
at 
r to 
By 
few 
bed 
1 as 
hil- 
red. 
ime 
1 to 
the 
this 
ren 
the 
ime 
ild. 
ted 
vill. 

reas 


452 THE LANCET] 


(1) Is the rash more profuse on the extremities (wrists 
and ankles, lower leg and fore-arm) and face, than on 
the body ? If so, smallpox is likely. (2) Did the tem- 
perature drop and the prodromal symptoms go, and the 
patient feel much better, or even quite well again, when 
the rash appeared? If this sign and this symptom 
occur together smallpox is very likely. If these are 
supported by the details a, b, ¢ and d smallpox is certain. 

(a) Distribution of rash.—The path of invasion of the rash is 
usually first the face, then the wrists and hands, and often 
lastly the feet. Distribution is the key to the puzzle. The 
rash attacks extremities rather than the centre of the body. 
Face, wrists and hands, forearms, ankles, feet and lower leg 
may be densely covered, while the rash is always scanty 
in comparison on the trunk. The rash is more abundant 
on the back than the chest, but never so dense as on 
the extremities, while the abdomen is often remarkably 
free. In mild cases the wrists, ankles and face may have 
a few spots, while the trunk, especially the abdomen, may 
have none.: That is the main point. As one travels up 
the limbs towards the trunk, the rash gets less and less 
dense, while if there are only a few spots on the wrists and 
ankles the upper parts of the limbs may be clear. Chicken- 
pox is the reverse of this: the rash increases as one travels up 
the limbs, the wrists and hands, ankles and feet often being 
quite clear, while the rash on the body is dense. The pocks 
cluster like flies round any sore, or recent abrasion, and under 
any points of pressure, such as under garters, the tops of 
boots, waistbands, underneath the braces at the shoulders, or 
in parts of the skin recently exposed to friction or weather, 
such as sunburn. They collect on prominent parts and avoid 
flexures and depressions, such as the groin, and especially the 
axilla, The skin is usually free under the toes. Tendons 
being prominent the rash is often more profuse over them. 
Papules can appear on the soles of the feet and buccal mucous 
membranes in both smallpox and chickenpox. 

(6) The vesicles.—Smallpox papules, vesicles, pustules and 
sears are circular, and the edges of the vesicles are even. 
The inflammatory areola around the pocks also tends to be 
circular and even. The vesicles are deeply embedded in the 
skin, in contrast to chickenpox. To gauge the depth in the 
skin pick up a vesicle between the finger and thumb and press 
the finger and thumb together underneath it. The chicken- 
pox vesicle can be felt to sit on the surface of the skin, while 
the smallpox one is embedded in the skin and feels just as 
though the patient had been peppered with a shot-gun. 
Chickenpox vesicles may also feel shotty if palpated against 
a hard surface, such as the skull. The vesicle in both diseases 
may bend with the fold of skin, but the smallpox vesicle will 
not bend so easily, if at all. Smallpox vesicles are often 
multilocular, but may be unilocular, and chickenpox vesicles 
may also be uni- or multi-locular. A smallpox vesicle may 
have the appearance of being oval or elongated, and have a 
crenated edge if two vesicles happen to run together, but a 
single smallpox vesicle is circular. In chickenpox the vesicles 
are elongated or oval, and are often parallel to folds or creases 
of the skin in which they lie. The edge is crenated. They lie 
on the skin, rather than in it. Their areole tend to be more 
elongated and to spread along the fold of the skin in which 
they lie. Umbilication is not trustworthy, for the chicken- 
pox vesicle may have the appearance of umbilication because 
when the vesicle bursts in the centre the dome falls in, and at 
the place of rupture a little scab forms, contracting as it dries. 

(c) Maturation of the rash.—Smallpox marches regularly. 
Papules exist on the first and second days, vesicles on the 
third and fourth, and pustules on the fifth and sixth; after 
that there are scars. Pustulation as early as the third day is 
against smallpox, and in favour of chickenpox. A rash which 
is papular and stationary for more than three days is probably 
not smallpox. The desiccation of the papule in two or three 
days without suppuration indicates chickenpox. 

(d) The temperature.—In smallpox the temperature falls on 
the appearance of the rash. In chickenpox it remains up, 
and tends to rise on the appearance of each crop. 

Rashes, backache, vomiting and pyrexia in the pro- 
dromal stage may all be absent in smallpox, or their 
previous existence may be denied. In chickenpox the 
prodromal period, especially in adults, may resemble that 
of smallpox but the fever is usually not so high ; sacral 
pain and vomiting are uncommon. Two points in the 
prodromal period will arouse suspicions of smallpox ; 
their absence proves nothing. The first is a prodromal 

‘ash, which may be petechial, bilateral, symmetrical and 
confined to the groin, heralding a severe attack. Or it 
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may be erythematous, transitory, fugitive, and occurring 
over wide areas on any part of the body (trunk or limbs), 
heralding a benign attack. <A third prodromal rash is 
that of hemorrhagic smallpox, which appears as petechize 
and hemorrhages in the groin, and spreads all over the 
body. The patient may die in this stage before the 
ordinary papular rash appears. The second suggestive 
point is prostration. The patient is incapable of exertion 
of any sort, the muscles are slack, and the face shows 
exhaustion. 

Chickenpox comes out in crops. and as each crop 
appears the temperature goes up. Crops may appear in 
any part of the body. It therefore follows that in any 
area of skin the rash may show a mixture of papules, 
vesicles and pustules, especially as the rash matures more 
quickly than smallpox. The smallpox rash tends to come 
out all at once, but the rash on the feet may come out 
twenty-four hours or more later than that on the face, so 
that there may be vesicles on the face when there are 
papules on the feet. This is due to the way in which the 
smallpox rash ‘‘ unfurls ”’ itself, so to speak, and is not 
due to sucéessive crops. The rash matures more slowly 
than that of chickenpox, and the mixture of papules, 
vesicles and pustules is not.so likely to be seen in a 
“window area ”’ of the skin. 

In general.—Look with suspicion on all such diagnoses 
as ‘‘ septic fly bites influenza with spots,”’ bulle,” 
‘* pustular eczema,’’ &c. Smallpox is not characterised 
by a profuse rash; it may consist of anything from 
a few spots on the extremities up to thousands. Vac- 
cination which will not take after the appearance of the 
rash is said to indicate smallpox. Unbroken pustules 
may be found on the feet when the face has only scars 
left. Those on the feet are usually the last to clear up. 
Lumbar pain is not pathognomonic. Smallpox patients 
usually have a peculiar smell. 

Alastrim.—Some authorities deny the existence of a 
separate disease of this nature and consider it modified 
smallpox. The main points of alastrim seem to be a low 
mortality of 1-2%; prostration is not seen ; prodromal 
rashes, hemorrhages, suppuration and fever are all 
absent ; pitting is rare ; prodromal symptoms are mild. 
The eruption may appear at once after the initial illness, 
or may be delayed with an interval of one or two days of 
comparatively normal health intervening. The eruption 
itself is smalier, its maturation is more rapid, the pustu- 
lation is less, and it dries up more rapidly. 

Horace HILL. 


Laverstock, Salisbury. 


CONFUSIONAL PSYCHOSES FOLLOWING 
SULPHAGUANIDINE THERAPY 


Sir,—No cases such as those described by Crofton and 
Diggle in their article of March 18 appear to have been 
reported in this country, but in an epidemic of Sonne 
dysentery among the nursing staff at the North Stafford- 
shire Royal Infirmary in 1943 some 10° suffered from 
sulphaguanidine encephalopathy. The full dosage had 
been employed at the onset and continued for eleven 
days. The patients made a good recovery in general 
from the dysentery, but 7 of the 70 cases developed head- 
ache, photophobia and signs of cerebral irritation with 
drowsiness. Some apparently became hysterical, and 
took several weeks to recover. There was no evidence 
of cranial-nerve palsies. and the blood and cerebrospinal 
fluid were normal. The headache was relieved by thecal 
puncture, though the manometric pressure was not 
above normal. 

At one time it was thought that the dysentery was 
responsible for the cerebral symptoms, but the patients 
had made an apparently good recovery from the dysen- 
tery and had been able to get up and about before the 
onset of the headaches, which arose in every case almost 
on the same day of the illness. Further, those nurses 
who were not given sulphaguanidine remained free from 
confusional states. It has been recognised that sulphon- 
amides can give rise to a toxic psychosis with meningitic 
symptoms and signs, but sulphaguanidine has hitherto 
been regarded as almost innocuous on account of its low 
absorption from the gut. One therefore welcomes a 
warning, and since my unfortunate experience I have 
substituted sulphasuxidine in the treatment of intestinal 
infections. 


Newcastle-under-Lyme, BRUCE MACLEAN. 
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Str.— Crofton and Diggle consider the symptoms 
observed after sulphaguanidine therapy to be due either 
to the direct toxicity of sulphaguanidine upon the organ- 
ism, or possibly to the original dysentery itself; and in 
your annotation you seem to take the same view. 
Recent. work by Najjar and Holt (J. Amer. med. Ass. 
1943, 123, 683) suggests, however, another possibility 
with regard to the pathogenesis of such confusional 
states. These workers gave 9 subjects a synthetic diet 
entirely devoid of thiamine, and found that in the faces 
of 4 of the subjects thiamine was still excreted in amounts 
ranging from 37 to 52 wg. per day. These amounts were 
reduced to zero within a week by giving 1-5 g. of succinyl- 
sulphathiazole four-hourly ; but thiamine reappeared 
again within a few days of discontinuing the treatment. 
They interpret these results by assuming biosynthesis of 
vitamin B, by the intestinal organisms, and point to the 
important clinical implication of their findings in 
sulphonamide therapy. 

It is therefore a possibility that the symptoms reported 
by Crofton and Diggle were due to an acute thiamine 
deficiency which was causing a syndrome of the Wernicke 
type. It is perhaps pertinent to note that Daft, Endicott 
and others (Proc. Soc. exp. Biol., N.Y. 1943, 53, 130) have 
noted vitamin-E deficiency in rats, given succinylsulpha- 
thiazole in purified diets. 

LCC Central Pathological 

Laboratory, Epsom. 


SULPHONAMIDE-UREA MIXTURES 


Sir,.—In your editorial of Jan. 8 you mention the 
divergent results obtained by various workers on the 
properties in vitro of urea-sulphonamide mixtures. We 
would like to add that the particular organism and set of 
experimental conditions chosen for the test entirely 
determine the nature of the results. Using Streptococcus 
pyogenes, no potentiation was found. In our work with 
Escherichia coli, the tindings depended to a very large 
extent on the size of the inoculum, the smaller inocula 
being much more susceptible to the toxic effect of urea 
or sulphathiazole alone, but all inocula showing a 
potentiating effect of these substances in combination 
(Proce. Soc. exp. Biol., N.Y. 1943, 54,107). The seeming 
discrepancy is resolved into a difference in experimental 
conditions, Kirby using small inocula and the remaining 
workers large ones. For in-vitro work, small inocula 
often give misleading indications. The large inocula 
results with FE. coli are well in accord with the clinical 
data. S. W. LEE. 

JEANNE A. EPSTEIN. 
E. J. Foury. 


R. BENESCH. 


Wallace Laboratories. 
New Brunswick, N.J. 


THE MEDICAL CURRICULUM 


Str.—TI should like as a South African now resident 
in this country to express a point of view on the medical 
curriculum derived to some extent while at a London 
school of medicine. This is that medicine must be looked 
upon as a science, and the severest effort must be made 
to purify, extend and organise knowledge. If medicine 
is classified as an art, the practitioner is encouraged to 
proceed with a clear conscience on superficial or empirical 
lines ; if, on the other hand, he is acutely conscious of a 
responsibility to scientific spirit and method, he will al- 
most inevitably endeavour to proceed more systematically 
in the accumulation of data, the framing of hypotheses, 
and the checking of results. Medical practice is essenti- 
ally a matter of observation, inference, verification, 
generalisation. Though the experienced clinician may 
achieye a diagnosis so swiftly that he seems to be guided 
by something called “ clinical instinct,’ we may be 
sure that the processes actually involved are observation, 
elimination of the irrelevant, inference—gin other words, 
rapid induction. On the basis of a large experience, he 
simply selects more discriminatingly and decides more 
quickly. 

It would be a mistake to try to apply a rigid formula 
to the medical curriculum. Beyond obvious essentials, 
medicine can utilise various types of ability and training, 
and the medical faculties in British medical schools 
address their instruction to a miscellaneous student body. 
Schools, however, should aim to be sensible and com- 
radely in discipline, flexible in curriculum, informal in 
method, and democratic in spirit. 


THE 
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Professional education is self-education. The medical 
school must train in method and technique, and provide 
inspiration. The medical curriculum cannot be encyclo- 
pedic. The particular facts learned, the particular 
skills acquired, are of less importance than the habit of 
inquiry, the ability to use the senses, the capacity for 
well-directed effort. 

It is futile and impossible for the medical curriculum 
to lay down sets of facts which all should know. Good 
students will learn important facts and principles 
because they continually recur. The medical curriculum 
cannot aim to produce physicians ready to practise ; it 
can at best so train students that practical experience, 
in the first instance as house officers, will in time make and 
equip them. It is indeed no paradox to assert that. 
though medicine can be learned, it cannot be taught. 
The medical school can at most hope to launch students 
with a momentum that will make them active learners 
throughout their professional life. Methods of teaching 
and the medical curriculum must be designed to make 
this task easier. 

Guy’s Hospital, London. GEORGE R. W. N. LUNTZ. 


PNEUMOCONIOSIS IN BOILER SCALERS 

Sir,—lIn their paper of March 4 Todd and Rice refer 
to a previous publication of mine and credit me with a 
statement I never made. I have not found that these 
* patients look prematurely old and describe the cough 
as worse in the morning,’ and this statement is not 
contained in my paper. 

In your annotation in the same issue (p. 317) you say, 
referring to my third radiological type, “it is not clear 
whether the diagnosis of fibrosis was made on clinical or 
on radiological data.’ It was made. of course, on radio- 
logical evidence ; | would not venture to assert on clinical 
grounds alone that pulmonary fibrosis was present. The 
annotation continues, ‘“* the relevant illustration shows 
a great increase in the normal linear markings possibly 
attributable to opaque dust in the bronchial tubes.” 
True, there is some increased striation to be seen on this 
film, but the chief feature is fibrosis ; examination of the 
original leaves no doubt on this point. Further, these 
words imply that the * normal linear markings ”’ are 
caused by the bronchial tubes. Surely it is generally 
recognised that they are shadows of blood-vessels. How, 
therefore, can ** opaque dust in the bronchial tubes.” 
be responsible for an increase in “ the normal linear 
markings ?”’ In any event, it is out of keeping with our 
present knowledge of pathology to attribute the abnor- 
mal radiological appearances of a pneumoconiosis to the 
mere deposition of foreign matter in the bronchial tubes. 

Cottingham, Nr. Hull. LASAR DUNNER. 


INSURANCE BENEFITS IN WARTIME 

Str,—This letter is prompted by a desire to make 
known to medical and dental practitioners what attempts 
are being made to safeguard insurance benefits in the 
varying conditions of war at home and overseas. As 
directors of this society we feel that it is of vital impor- 
ance that members and non-members alike should know 
of the beneficial concessions which it grants to the 
professions which it serves. 

Sickness and accident policies have always excluded 
claims caused or aggravated by war. This is a v@ry,wide 
clause and so unsatisfactory that this society now looks 
upon all claims not directly due to enemy action as 
covered by the ordinary conditions of the policy, while 
those directly due to enemy action are dealt with by an 
ex-gratia payment. 

Ex-gratia payments are made for incapacity due to 
enemy action, full benefit being paid for 13 weeks, with 
reduced benefit for a further 13 weeks and reconsideration 
thereafter. Ifthe incapacity arises in the United Kingdom 
benefit begins at once, while if it arises overseas it com- 
mences from the date of embarkation for the United King- 
dom. Those who hold deferred benefit policies are eligible 
for the same benefits if incapacity persists at the end of the 
deferred period, which is deemed to start on embarkation 
for the United Kingdom if the incapacity arises overseas. 
Service members at home are paid benefit for all in- 

capacity not due to enemy action. In addition to this, 
although benefits in prewar times are restricted to the 
United Kingdom, except for small concessions on the 
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Continent of Europe, claims not due to enemy action 
are now paid in any part of the world while under 
inpatient treatment in hospital, or from the date of 
embarkation for the United Kingdom if invalided home. 

Prisoners of war are exempted from payment of all 
sickness premiums until they are repatriated, when they 
can, on arrival home, again bring the policy into full 
operation without further medical examination. 

As regards life assurance all prewar whole-life and 
endowment assurances are issued without restriction, but 
since the war a standard exclusion has been adopted by 
all life offices. This limits the payment, in the event of 
death directly or indirectly due to war, to the return of 
premiums or payment of the surrender value, whichever 
is the greater. We have now resolved in principle to 
limit this exclusion to death directly due to enemy action, 
and it is hoped to pay in full all other claims whether 
arising on service or not. 

R. J. MCNEILL Love, Gi. 
Chairman. 
L. BROMLEY, 
Director. 


RocHE LYNCH, 
Director, 

P. G. WAKELEY, 

Director. 


A. H. DouTHWAITE, BERTRAM SUTTON, 
Director. Manager and Secretary. 
A. Hope Gossk, 
Director. 


Medical Sickness Annuity and Life 
Assurance Society Ltd., Cirencester, Glos, 


A DISCLAIMER 

Sir,—Our attention has been drawn to an organisa- 
tion, called ‘‘ The ‘ T.B.’ Association.”’ whose registered 
office is at 28 Lordship Lane, London, S.E.22. This 
association has no connexion whatever with the National 
Association for the Prevention of Tuberculosis, the 
Tuberculosis Association, or the Spero Fund for the 
Industrial Welfare of Tuberculous Persons. 

J. V. Hurrorp, 
Sec., Tuberculosis ‘Association. 

E. V. BRADSHAW, 
Sec., Spero Fund for the Industrial 

Welfare of Tuberculous Persons. 

HARLEY WILLIAMS, 


Secretary-General, National Association 
for the Prevention of Tuberculosis. 


Hon, 


The British Institute of Public Opinion write :— 

* Doctors wishing to express their views on the white- 
paper should do so first on the questionary. Any 
amplification of their views can then be made either on 
the form itself or on an accompanying letter. Unless 
the questionary itself is completed—at least so far as is 
possible—the main purpose of the inquiry tends to be 
defeated. In our report on the questionary we intend to 
summarise the views of doctors by expressing the varia- 
tions of opinion in terms of percentages. This can be 
done only if the questionary itself is answered. Great 
care will be taken to qualify the statistics by the com- 
ments which are added.”’ 


WE regret to record the death of Dr. ALFRED RUSSELL, 
consulting physician to St. Thomas’s Hospital, on 
March 26. 


CARE ViraMIn Propucts.—The Therapeutic Require- 
ments Committee ask for strict economy in the use of ascorbic 
acid and vitaminised oil. Ascorbic acid should not be used 
as a supplement to a normal diet and should be prescribed 
only for definite medical reasons. Vitaminised oil is in short 
supply and should be ordered only when cod-liver oil is not 
tolerated. Cod-liver oil is now placed in category A (essential 
or readily available). 

BritTIsH JOURNAL OF SURGERY.—-The third decennial index 
(Bristol: John Wright & Sons, pp. 125, 21s.), essential to 
subscribers, is a sign-post to the progress of surgery in a 
transitional period, and as such should be widely available 
in libraries, clinics and medical messes. It is also a testimony 
to the grit and initiative of a blitzed publisher. 

THIOUREA in gr. 5 tablets and thiouracil in gr. 1} tablets 
can now be obtained from Genatosan Ltd. Tablets contain- 
ing 200 mg. of thiouracil or several of its derivatives have 
been prepared by M Organon Laboratories Ltd., who 
will welcome inquiries from doctors interested in trying them 
under controlled conditions. 
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GEORGE LESLIE EASTES 
MB, BSC LOND 


Dr. Leslie Eastes, who died at Gerrards Cross on 
March 4 after a long illness, had spent his life in bringing 
to the medical profession a pathological service previ- 
ously unobtainable. More than 
any other perhaps, he helped to 
make the profession ‘ patho- 
logy minded.’ Born in London 
in 1870,the second sonof George 
Kastes, MB, FRCS, for 
many years practised in Glou- 
cester Terrace, he was educated 
at Marlborough, and Guy’s 
Hospital. After taking honours 
in physiology at the BSe 
Lond. he qualified MRCS in 
1894 and obtained honours in 
medicine and forensic medicine 
at the MB examination in the 
following year. During a house 
surgeoncy at the Sheffield 
Royal Hospital he became 
interested in clinical pathology 
and was appointed director of. 
the Clinical Research Association. He was also patho- 
logist to the Gt. Ormond Street children’s hospital. 
In 1901 he too: a bold move and founded in Queen 
Anne Street (later 6 Harley Street) his own Laboratories 
of Pathology and Public Health, where his growing 
experience, coupled as it was with continuous attention 
to detail, led to his opinion being widely sought. His 
juniors in the laboratory found him ready to assist in 
their difficulties with advice which was always sound. 
In 1938 he converted this personal venture into a private 
company with the object of assisting medical charities, 
holding the position of chairman until failing health 
compelled him to abandon all professional activities. 
His own interests tended more towards the public health 
than the clinical branches of pathology and he was the 
author of several publications on bacteriological subjects. 
During the last war he served in the RAMC in the Middle 
East with the rank of captain, being mentioned in 
despatches. His hobby was archeology and he wrote 
a monograph on Saxon remains in English churches. 
He leaves a brother and sister. 


ALBERT EIDINOW 
MB LOND, MRCS 


Dr. Eidinow qualified from the London Hospital in 
the fourth year of the last war and after ‘gaining experi- 
ence as house-surgeon there and at Windsor became 
surgical specialist at the Grantham military hospital 
with rank as captain RAMC. The war over, he entered 
the department of applied physiology at Mount Vernon 
as voluntary assistant and spent the rest of his life in 
exploring the action of radiation and applying it in 
many ways to the service of medicine. He first worked 
with Sir Leonard Hill on temperature in relation to the 
biological action of light and then with Hill and Cole- 
brook on the effect of radiation on the bactericidal 
power of the blood. Exposure of the skin to ultraviolet 
rays, he found, put up its resistance to staphylococcal 
infection. When the St. John Clinic in Pimlico was 
set up Eidinow took charge of the light department 
where his inventive mind was always trying new com- 
binations of wave-lengths. His ‘‘ day-light ”’ lamp with 
a mercury-vapour unit surrounded by incandescent 
bulbs had a tonic effect comparable to that of the 
summer sun on the sea-shore and proved useful in 
lupus and psoriasis. For counter-irritation of painful 
joints (of which there were many at the clinic) he gave 
an erythema dose of UV rays, sealed with strapping 
through which infrared radiation was administered. 
In the pathological laboratory, of which also he had 
charge, he devised a method of sterilising autogenous 
vaccines by exposure to quartz lamps which has had 
some vogue in the USA. He devoted much time to 
sensitising the skin to UV radiation by injecting eosin 
and other dyes. At the Radium Institute he worked 
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out with J. C. Mottram the principles of divided dosage. 
Lately he had turned his mind to the sterilisation of 
(lust in public shelters. Much of his work will remain, 
for he was a diligent lecturer to postgraduates and 
students. He died on March 22 in his 49th year. 


JAMES ORR 
MBEDIN, MRCPE 

Dr. James Orr, director ofthe Mackenzie Institute for 
Clinical Research, died on March 9, at St. Andrews, 
where he had been in practice since the beginning of the 
century. Born at Hawick in 1876, the son of Prof. 
James Orr, pp, he was educated at George Watson’s 
College and Edinburgh University, where he graduated 
in 1899. When Orr settled in St. Andrews his long 
association with Sir James Mackenzie began. He was 
an original member of the institute for clinical research 
which Mackenzie founded there, and he was responsible 
for the later editions of Mackenzie’s Principles of Diag- 
nosis and Treatment of Heart Affections. During the last 
war Orr served as a captain in the RAMC in Egypt and 
Palestine. <A colleague writes: ‘‘ Orr’s pawky Scottish 
wit was a never ending source of entertainment to his 
friends, and he was an excellent story-teller, but his 
kindliness and tact never allowed anyone to take offence. 
He was also a sound and far-seeing physician. 


NORMAN GRAY HILL 
BT., MC, MB LOND, DPH; LIEUT.-COLONEL RAMC 


Colonel Gray Hill, who was killed in an aeroplane 
accident in February at the age of 49, was the only son 
of Sir Arthur Norman Hill whom he succeeded as 2nd 
baronet and lord of the manor of Stockbridge at the 
beginning of this year. During the last war he served 
in France, winning*the military 
cross with bar. He returned to 
qualify from the London Hospital 
in 1923, and for many years as 
deputy medical superintendent of 
Queen Mary’s Hospital at Carshal- 
ton he was in charge of the London 
County Council’s largest unit for 
the treatment of juvenile rheuma- 
tism. In his spare time he did a 
good deal of archeological work 
and had directed several excava- 
tions on Bronze Age sites near 
his home in Hampshire. An 
ardent Territorial he was called 
up on the day war was declared. 
Later he was posted abroad as 
assistant director of medical ser- 
vices in one of the divisions of 
the CMF and was mentioned in despatches for gallant 
service in Tunisia. 

E.S. E. writes : ‘‘ Gray Hill was profoundly interested 
in actinotherapy and was one of the first to use Wood’s 
glass as a routine in the detection of ringworm. His 
chief clinical interest, however, was juvenile rheumatism 
and his acute and fertile mind made the fullest use of 
his unrivalled experience of its manifestations. His 
knowledge of the literature was encyclopedic and he 
had himself written several thoughtful articles on the 
subject. He was an ideal person to be in charge of a 
children’s unit, for he loved children and they loved 
him. He rightly conceived that a doctor in dealing 
with children needed to be something more than a 
physician and that the happy personal relationship 
evoked by an interest in their hobbies and amusements 

was of tremendous importance in their rehabilitation. 
The shrill, delighted cries of ‘ Dr. Gray Hill’ with 
which a ward greeted him, and his boisterous and 
stimulating response were a joy to hear.” 


Burrow, lifracombe 


THE LATE Dr. JOHN FAWCETT.—A near eontemporary 
writes that Lauriston Shaw was one of the protagonists 
of the concentration of preclinical studies at Metropolitan 
medical schools, and Fawcett was his great supporter. 
In the early days Shaw carried Guy’s with him, but 
opposition increased and later the school voted against 
concentration. The defeat was a blow to them both, 
and Fawcett resigned -his deanship. Incidentally, 
Fawcett was a governor of Guy’s medical school and a 
councillor of St. Thomas’s medical school (in each case 
not, as stated in the memoir, of the hospital). 
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‘ WILLIAM HAY PURVES 
MBE, MB MANC; MAJOR RAMC 


Major W. H. Purves, who died on active service with 
age 


the MEF last November at 
the son of Dr. W. J. Purves of 
Burnley. He was educated at 
Brighton College and Manchester 
University, and in each he was a 
member of the first rugby XV. 
He qualified in 1937, and had 
held house-appointments at the 
Manchester Royal Infirmary and 
the Crumpsall Hospital before 
he was mobilised on the outbreak 
of war. Under Colonel J. O’Grady 
he ‘helped to organise the 19th 
General Hospital with the MEF. 
Later Purves was transferred to 
the headquarters staff and ap- 
pointed embarkation medical officer 


the of 32, was 


at Suez. For his work there he 
was awarded the MBE and, in the 


words of one of his colleagues, ‘‘ he 
ran a wonderfully good job.” He leaves a widow, Dr. 
Constance Lyth, who is also a graduate of Manchester 


Births, | 


Marriages and Death: 


BIRTHS 

Cosin.—On March 21, the wife of Dr. C. Frank Cosin, of Langland 
Gardens, N.W daughter. 

CHESHIRE.—On March 23, the wife of Surgeon Lieutenant 
Cheshire, RNVR, of Brewood, Staffs—a daughter. 

Davipson.—On March 24, at Fernbrae Nursing Home, Dundee, 
the wife of Dr. R. Beverley Davidson of Arbroath—a daughter. 

DOWLING.—On March 17, the wife of Dr. G. B. Dowling, of Porchester , 
Terrace, W.2—a son. 

GrE1pT.—On March 17, the wife of Surgeon Lieut.-Commander David 
Geidt, RNVR, of Exmouth—a son, 

McFARLANE.—On March 17, at Windsor, the wife 
Lieutenant Michael McFarlane, RNvR—a daughter. 

Mimpriss.—On March 23, at Woking, the wife of Mr. 
Mim priss, FRCS—a son. 

POTTER.—On March 22, in London, the wife of Dr. 
son. 

RIDiEY, THoMAS.—On March 21, at Norwich, 
J.M. Ridley Thomas, FRos—a son. 

SNow. — March 21, at Teignmouth, the wife of Lieut.-Colonel 
J. E. Snow, RAMC—a son. 

WHITMoRF.—On March 21, at Cambridge, the wife of Surgeon 
Lieutenant H. B. Whitmore, RNVR—twin daughters. 

WILDE oe March &, at Belfast, the wife of Lieut.-Colonel 
J. F. Wilde, RAMC—a son. 


MARRIAGES 
—On March 17, at Salisbury, Ralph Waldo 


A. H. 


of Surgeon 
Walter 
John Potter 


the wife of Mr. 


GUN DERSON—LOGAN.- 


Gunderson, MRCS, captain RAMC, to Eileen Marguerite Logan 
MB, captain RAMC, 
JOBSON—MALINS.—-On March 18, at Compton, Berks, Patrick 
Hunter Jobson, MB, major RAMC, to Gulielma Malins. 
WILLIAMS—BARRETT.—On March 18, in London, Denys Owen 
Williams, MB, to Joyce Dorothy Barrett. 
DEATHS 
ACKLAND.—On March 16, at Exmouth, John McKno Ackland 


MRCS, LDS, aged &3. 

BROWNE.—On March 21, 
colonel, IMs retd. 

Cooper, On March 23, 
aged 42. 

CowBuRN.—On March 27, Arthur Douglas Cowburn, Mros, p PH, 
barrister-at-law, Midtile Temple, surgeon captain, RNVR retd., 
aged 74, 

Erprnow.—On March 22, Albert Eidinow, MB LOND. 

ELLioT.—On March 19, Alexander Macbeth Elliot, 
Sloane Street, S.W.1. 

JacKson.—On March 18, at Chester, Arthur Randell Jackson, mc 
MD, DSC LPOOL, 

JAKiNs.—On March 24, Percy Septimus Jakins, MD DURH. 
of Harley Street, W.1, aged 88. 

McINTOsH.—On March 19, at Edinburgh, Alexander 
McIntosh, CMG, MB EDIN., FRCSE, colonel RAMC retd. 

RENDALL.—On March 22, at Taunton, Stanley Morton Rendall, 
MD EDIN., chevalier Légion d’Honneur, late of Menton and 
Aix-les-Bains, aged 89, 

RussELL.—On 26, at Finchamstead, Alfred Ernest Russell, mp Lonb., 
FRCP. 

StracEY.—On Feb. 24, at_Clarens, Switzerland, Bernard Stracey, 
MB EDIN., formerly of Leicester. 

TURNER.—On March 23, at Purley, Surrey, 
MD DURH., DPH, aged 69. 


Edward Wemyss Browne, licut- 


Ronald Walter Cooper, of Thames Ditton, 


OBF, MD EDIN,, 


, formerly 


Morrison 


Sydney Duke Turner, 


=z 
| 


Aro 
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Notes and News 


MANTOUX TESTING FOR NURSES 

Circular 33/44, issued to tuberculosis authorities by 
the Ministry of Health, describes procedure for the 
submission, and if necessary direction, of nurses and 
domestics to work in tuberculosis institutions. In 
addition to excellent arrangements for the routine 
examination (including chest X ray) of candidates pro- 
posed for such work, it is suggested that “a Mantoux 
test (or a similar tuberculin test) should be included.’ 
Having made this suggestion the Ministry tactfully 
withdraws, mentioning tuberculin tests no more. 
Although, if the suggestion is followed, tuberculin- 
testing will be done on a much wider scale than before, 
and in some cases by persons who have never previously 
carried out such tests, no indications are given regarding 
the standards of testing to be adopted. The phrase 
‘or a similar tuberculin test’ is not explained. Fat 
more important, no guidance is given regarding pro- 
cedure on the results of the test. If it is proposed nor 
to exclude tuberculin-negative persons from such work 
—and in our present ignorance it is perhaps reasonable 


not to exclude them—what action is to be taken on the. 


results of the test ? The Ministry lays down require- 
ments for the periodic examination of all members of 
the nursing and domestic staff of each tuberculosis 
institution, this examination including  six-monthly 
X-ray and weight records. It is not suggested however 
that such examinations should include, for persons 
found to be tuberculin-negative, tuberculin tests repeated 
at regular intervals until a positive result—i.e., until 
infection has occurred. Yet only this procedure to 
detect tuberculous infection can justify the preliminary 
test, if tuberculin-negative persons are not to be excluded. 
Such a procedure w ould naturally be followed by special 
supervision of those known to have been infected. The 
Minister’s suggestion as it stands will serve to perplex 
rather than to guide. 


Royal College of Physicians of London 

On Tuesday and Thursday, April 18 and 20, at 4.30 pM, 
Dr. Hugh Stannus will deliver the Lumleian lectures at the 
college, Pall Mall East, 8.W.1. His subject is to be some 
problems in riboflavin and allied deficiencies. 


Postgraduate Lectures in Edinburgh 

A series of Honyman Gillespie lectures, open to graduates 
and senior students, is to be held at Edinburgh Royal Infirm- 
ary at 4.30 pm on Thursdays: Dr. J. J. R. Duthie will speak 
on rehabilitation in the army (April 13); Mr. E. Stedman, 
PH D, FRS, on the chemistry of: the cell nucleus (May 4) ; 
Mr. I. Lawson Dick on the management of multiple injuries 
(May 18); Mr. W. A. D. Adamson on cartilage injuries in 
miners (June 1); Prof. J. H. Gaddum on the administration 
of drugs (June 8) ; and Mr. R. Leslie Stewart on the manage- 
ment of the prostate case (June 15). 
Chadwick Trust 

Mr. W. H. Hobday, Frrrsa, will deliver the Bossom lecture 
on Tuesday, April 4, at 2.30 pm, at 26, Portland Place, 
London, W.1. His subject is to be sanitary science and the 
replanning and rebuilding of large cities. 


The Northern Ireland government has decided fo set up 
a ministry of health as recommended by a Select Committee, 
whose report was published some time ago. 


Mr. W. McAvam Ecc tes will take the chair at 4.30 pm, on 
Wednesday, April 5, at a meeting to which all the medical 
practitioners in St. Marylebone have been invited to discuss 
by question and answer the implications of the white-paper 
on a national health service. Flight-Lieutenant W. W. 
Wakefield, MP for Swindon, and prospective candidate for 
Marylebone, will be present. The meeting is to be held at 26, 
Portland Place, W.1. 


The Dentists Recrtster for 1944 contains 15,404 names, 
being 212 more than a twelvemonth earlier, but there were 
only 327 new names, 20° below the average increment for. 
the previous five years. Deaths numbered 193, almost 
balanced by 189 restorations after compliance with registra- 
tion rules. The foreign section of the list contains 176 names, 
only 6 of which have been added since 1939. (Corrected 
notice.) 
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. those for London itself. 


Royal Society of Medicine 


On Wednesday, April 5, at 2.30 pm at the section of history 
of medicine, Sir Walter Langdon-Brown and Prof. Sidney 
Chapman, Frs, will read papers on William Gilbert (1544— 
1603). The sections of surgery and anesthetics are holding a 
joint meeting at 4.30 pm on the same day to discuss anesthesia 
and analgesia in abdominal operations. The opening speakers 
will be Surgeon Rear-Admiral G. Gordon-Taylor, Mr. Norman 
Lake, Dr. Francis Evans and Dr. A. H. L. Baker. On April 6, 
at 4.30 pM, at the section of neurology, Dr. J. St. C. Elkington 
will speak on the prognosis of peripheral nerve injury, Mr. 
J. Z. Young on the etfect of delay on the success of nerve 
suture, and Prof. J. R. Learmonth on the exploration and 
re-exploration of injured nerves. 


Royal College of Surgeons of England 

The following lectures will be given at the college, Lincoln’s 
Inn Fields, W.C.2, at 4 pm during April : 

Thomas Vicary lecture.—Mr. J. Johnston Abraham, the early 
history of syphilis (April 13). 

Hunterian lectures.—Mr. W. Stirk Adams, acute otitis media in 
children and its response to sulphonamide therapy (April 12) ; 
Mr. St. J. D. Buxton, gunshot wounds of the knee-joint (April 14) ; 
Prof. A. B. Appleton, the bronchial tree and its variation (April 17) ; 
the pulmonary and bronchial vessels (April 19) ; Surgeon Comm.an- 
der J. B. Oldham, coceygeal (pilonidal) sinus ( April 24); Dr. J. F. 
Brailsford, plasticity of bone (April 26) and Mr. T. Holmes Sellors. 
constrictive pericarditis (Apri] 28). 

Medical Casualties 

The following medical casualties have been announced : 

Died.—Squadron-Leader Hugh Ferguson Davidson Whitelaw, 
LRCPE, RAFVR. 


Missing, presumed killed.—Surgeon Lieutenant M. C. Cross, 
MB CAMB., RNVR, HMS Clacton. 


Prisoners of War.—Captain M. H. Churchill, »mcs, RAMC; Lieu- 
tenant A. L. Dunlop, RAMc; Captain J. He ndry, RAMC ; Captain 
Patrick Macarthur, MB a +» RAMC; Captain G. K. Marshall, 
MRCS, RAMC; Captain M. . Smith, LMSSA, RAMC; Lieutenant 
R. L. G. Dawson, MRCS, 


Wounded.—Wing-Commander T. D. L. Bolan, LRCPK, RAF, and 
Wing-Commander C, R. Jenkins. 
Medical Honours 


The following awards have been made to RAMC officers 
in recognition of gallant and distinguished services : 
CBE.—Colonel A. A. Eagger, OBE, MB ABERD. 


OBE.—Glonel Charles Donald, Frcs; Major E. A. Jack, Frcs ; 
Lieut.-Colonel Pierce Lloyd-Williams, MRcs, Lbs; Lieut.-Colonel F. 
O'Driscoll, MB NUI;_ Lieut, ‘olonel H. L. W. Sixsmith, MBE, 
LMSSA ; and Lieut.-Colonel W. L. Spencer Cox, MC, MRCS. 


MBE. -—Major Reginald Bolton, MRcP; Major A. Goddard, 
MM; Captain H. K. Lucas, MB LPOOL ; and Major L. F. W. Salmon, 
MB LOND. 

MC.—Captain Andrew Noble, MB ABERD.; Captain D. G. 
Sheffield, MBLOND. ; Captain J. A. L. Naughton, MB EDIN.; and 
Captain E. T. McCartney, FRCsI. 


INFECTIOUS DISEASE IN ENGLAND AND WAL™S 
WEEK ENDED MARCH 18 


Notifications.—The following cases of infectious disease 
were notified during the week : smallpox, 3 (2 in Finch- 
ley, 1 in Ruislip Northwood); scarlet fever, 2395 ; 
whooping-cough, 2026; diphtheria, 685; paratyphoid. 
5; typhoid, 6; measles (excluding rubella), 2226 ; 
pneumonia (primary or influenzal), 1284; puerperal 
pyrexia, 166 ; cerebrospinal fever, 87 ; poliomyelitis, 6 ; 
polio-encephalitis, 0 ; encephalitis lethargica, 4: dysen- 
tery, 269; ophthalmia neonatorum, 85. No case of 
cholera, plague or typhus fever was notified during the 
week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 15 was 1885. During the 
previous week the following cases were admitted: scarlet fever, 
136; diphtheria, 34; measles, 78 ; whooping-cough, 70. 

Deaths.—In 126 great towns there were 1 (0) death from 
an enteric fever, 2 (0) from scarlet fever, 3 (1) from measles. 
7 (1) from whooping-cough, 10 (1) from diphtheria. 
52 (14) from diarrhoea and enteritis under two years, and 
51 (7) from influenza. The figures in parentheses are 


Bradford reported the fatal case of enteric fever. Birmingham 
had 5 deaths from diarrhoea and 5 from influenza. 


The number of stillbirths notified during the week was 
216 (corresponding to a rate of 29 per thousand total 
births). including 31 in London. — 


The fact that goods made of raw p materials i in 2 short supply o owing 
to war conditions are ised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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melt ‘Elastoplast’ in the treatment 


Goddard, 
, Salmon, 


e 
| of Sprains 
WAL™S t AIN’ is relieved, swelling controlled and hematoma formation 
prevented by the use of an ‘ Elastoplast ’ Bandage applied over the 


disease 
oe joint, muscle or ligament. 
yphoid. Early application permits the patient to use the injured part and 
gy shortens the period of incapacity. 
fgg be The bandage should extend for several inches above and below the 


ring the affected part; for example, in sprains of the ankle joint, it should 


Bevetials commence at the base of the toes and finish at the upper part of the calf. 


-wignabig The tension of the bandage must be considerable—a loosely applied 
bandage fails to relieve symptoms. 

monger In the ‘ Elastoplast” Bandage the combination of the particular 
ste adhesive spread, with the remarkable stretch and regain properties of 
sa the ‘ Elastoplast’ cloth, provides the exact degree of compression 
eek Was 


id total and grip. 


ian *‘ELASTOPLAST’ BANDAGES AND PLASTERS ARE MADE BY T. J. SMITH & NEPHEW LTD., HULL 
taken 
17 
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CYLINDERS ARE 


The ‘fifth column’ is marking time « they don't know their drill 
KEEP THEM ALL ON THE MARCH and improve their circulation 


‘THE BRITISH OXYGEN COMPANY LIMITED 


AAA Thick AHA AAA AHF 
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K.B.B. 


ALL BRITISH 


SHADOWLESS LAMPS 


Ensure that Extra 
Margin of Safety 


~ 


The K.B.B. SHADOWLESS LAMP provides an 
intense shadowless, cool and diffused light, allow- 
ing the surgeon to see clearly and distinctly 
throughout the operation. Can be adjusted by 
a touch. Special Safety Suspensions. Easy to 
install. Low maintenance, no glass mirrors to 
break or require adjustment. Outer glass of 
non-splinterable safety type. 


INSTALLED BY MOST LEADING HOSPITALS, INFIRMARIES 
AND INSTITUTIONS THROUGHOUT THE COUNTRY 


Write for Descriptive lilustrated Leaflet 


KELVIN, BOTTOMLEY & BAIRD LTD - GLASGOW 


The Toothpaste with a Difference 


Phillips’ Dental Magnesia possesses the advan- that not only is it markedly efficient in | 
 __tage in that it incorporates a high percentage keeping the teeth scrupulously clean but, rf 
of «Milk of Magnesia’, which has been em- in addition, its regular use definitely com- | 

ployed for the past generation with success in bats the pre-disposing cause of dental decay. | 

orl Phillips’ Dental Magnesia is particularly indi- % 
‘ by the dental profession as an ideal antacid. cated as the agent of choice in the treatment : 

In recommending Phillips’ Dental Magnesia of morbid gum conditions. Its refreshing 
4 to your patients you have the assurance taste is appreciated by both young and old. J 

| 


THE CHAS. H. PHILLIPS CHEMICAL CO. LTD. ‘ 
179. Acton Vale, London, W.3 t 


Phillips’ 
Magnesi 


(Regd) 
* Milk of Magnesia’ is the Registered Trade Mark of Phillips’ preparation of magnesia. 
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DOWN BROS. 


LIMITED 
SURGICAL INSTRUMENT AND 
HOSPITAL FURNITURE 
MANUFACTURERS 


All Correspondence now to 
NEW HEAD OFFICE 


23, PARK HILL RISE 
CROYDON 


Telephone: Croydon 6133 
Showrooms and Fitting Rooms 
22a, CAVENDISH SQUARE 
LONDON, W.1 


MAYfair 0406 


Nylon Sutures are uniform 


There is no variation of diameter throughout the entire 
length of a nylon suture, nor in the uniformity: of one 


filament with another. Mechanical precision ensures 
this, whether in the smallest diameter of .005” or in the 
largest of .019”. Whenever a nylon suture is used, 
you can rest assured that if another is required it 
will be the exact counterpart of the first. | Nylon 
sutures are strong, smooth and supple. | They are 
water resistant and may be sterilised by boiling or 
high pressure autoclaving up to 30 lb. They possess many 
advantages over natural suture material. A pattern card can 
be obtained from your usual Medical Supply House. 


IMPERIAL CHEMICAL INDUSTRIES LTD. 
Sales Offices at Mill Hill, L ondon, N.W.7; Oldbury. near Birmingham ; 
Alderley Edge, Cheshire ; Bristol ; York ; Newcastle-on-Iyne ; 

Leicester ; Bradford ; Glasgow ; Belfast ; Dublin, 
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In the presence of the gastric juice in the stomach, 
milk clots and separates into curds. This is what it 
looks like — enlarged twice. 


The 
ACTION 


BENGER’S FOOD 


As a result of self-digestive action by natural 
pancreatic enzymes, the milk proteins are so 
modified that when prepared Benger's Food 
comes into contact with the gastric juices, it 
separates into fine flocculi, presenting a very 
large surface area to the gastric juice. This is 
in marked contrast to the characteristic curd of 
unmodified milk. By the time Benger’s Food is 
sufficiently cool to drink, the self-digestion is 
carried as far as it need be for all cases where 
digestion is partially impaired, 


BENGER'S LTD + HOLMES CHAPEL * CHESHIRE 


This is what happens when Benger’s is added and the 
mixture is allowed to digest for fifteen minutes. The 
formation of heavy curds is prevented. 


| 
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| _— 
|| 


Tue LANCcET,) THE LANCET GENERAL ADVERTISER [Appin 1, 1944 


OUR ‘SERVICE TO DOCTORS 


be prescribing “‘Ardente "’ for your deaf patients when an aid becomes necessary, you are safe because 
they can obtain service In most important towns throughout Great Britain—to meet any change la 
their aural condition. As an additional safety factor, each “Ardente” is covered by its maker's 
uarantee. There is a full range of “Ardente"’ types—electrical and non-electrical Bone 


induction, Granule, Valve and Phantom types—which are 
individually suited, after Aurameter Test, to the needs of each 
case—no expense being lacurred until hearing satisfactorily. 


Particulars gladly sent and Doctors’ patients, Hespital, or any of our eddresses. 
ical Press Reports are interesting. 


Medals, § Dipfomas. Supplied under Netionl Fealth Inurence. 
E 309 OXFORD STREET, LONDON, W.1 
LTD.— (Between Oxford Circus and Bond St.) "Phones Mayfair 
Birmingham Gristoi Cardiff Edinburgh Glasgow Leeds Lei Manch 


MICROSCOPE 
OUTFITS WANTED 


Highest prices paid. Let us know ee 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All forms of 
treatment available. Fees from 4 gns. per week upwards according to 


requirements if you wish to EXCHANG requir vi jonally exist at reduced fees on the 
we may be able to help you. recommendation of the patient’s own physician. 
DOLLONDS (L) (Estd. 1750) Apply to Dr. j. A. SMALL. Telephone : Norwich 20080 


281, OXFORD STREET, LONDON, at FIVE DIAMONDS,”’ 
Tel. : Mayfair 0859 q FENSTANTON Chalfont St. Giles, Bucks 

MALLING PLACE, KENT of LADIBS with Mental and Nervous Disorders. Certified, Volun- 
For LADIES and GENTLEMEN of Unsound Mind. | ‘#y, and Temporary Patients received. Mansion with 12 acres of 


und, (Bee Medical Directory, p. 2493.) Apply Resident Physician. 
Terms moderate. Apply to Resident Medical Superintendent. Fel bh Little Chalfont 2046. Stati Chalfont and La 
Telegrams’ ADAMWEST MALLING. Telephone No. 2: MALLING. —— 


BETHLEM ROYAL HOSPITAL 


FOR NERVOUS AND MENTAL DISORDERS 


Monks Orchard, Monks Orchard Road, Eden Park, Beckenham, Kent 


Reg. Tel. Address: BETHLEM, BECKENHAM Telephone : SPRINGPARK 1180-1181 
Station: Epren Park (Southern Railway) 


President: HER MAJESTY QUEEN MARY ; Vice-President : Sim GEORGE WILKINSON, Bart., Alderman 
Joint Treasurers: EDMUND STONE, Esq., and JOHN L. WORSFOLD, Esq., O.B.E. 
Physician-Superintendent : J. G. PORTER PHILLIPS, Esq., M.D., F.R.C.P. 


This REGISTERED Hospital is situated at Monks Orchard in some 250 acres of park, pleasure and farm grounds. Application can be considered 
on behalf of patients of the educated classes in a presumably curable condition. 

With a view to early treatment voluntary or uncertified patients are admitted. 

Patients who can contribute 5 guineas weekly towards the cost of treatment and maintenance may be received as vacancies arise. The Committee 
will also consider applications for admission at lower rates and in certain cases will be prepared to admit patients free of charge. 

The comfort of sensitive patients is greatly enhanced by the fact that the majority are given single bedrooms. 

TREATMENT ON MODERN PRINCIPLES. Every facility for specialised investigation and treatment is provided in the Lord Wakefield of Hythe 
Hr and on gu Unit, including” RADIOLOGICAL and DENTA DEPARTMENTS, BIO-CHEMICAL, PATHOLOGICAL and PSYCHOLOGICAL 

ABORATORIE 
The Medical Staff have access to a panel of Consultants in cases which present unusual symptoms requiring s may investigation and treatment. 
Under the — of qualified olicers HELIO-THERAPY, HYDRO-THERAPY and ELECTRO-THERAPY are administered in the Physio- 


Departmen 
ThersPect IALISED TREATMENT of various forms is given to suitable cases. 
OCCUPATIONAL THERAPY in the form of various Arts and Crafts is actively encouraged from the medical aspect and under the guidance of a 
competent instructress this department has proved most effective as a therapeutic factor in all stages of mental illness. 
The promotion of physical fitness is a prominent item of treatment and this is enhanced by arrangements for patients to take part in Outdoor and 
Indoor Sports and Entertainments. 
Application should be made to the Physician-Superintendent. 


THE MAUDSLEY HOSPITAL, Denmark Hill, S.E.5 


(LONDON COUNTY COUNCIL) 


A CLINIC for Neurosis and Early Psychosis of Good Prognosis providing facililies for out-patient treatment only. Cases seen from 10 a.m. to 12 Noon 
from Monday to Friday inclusive. Patients seen by appointment, which can be arranged by the Social Worker, Maudsley Hospital (Telephone : RODney 
3841). Clinics for children held at Maudsley Hospital at 10 a.m. on Mondays and Fridays. 


Out-patient Clinics for adults held also at St. Charles’ Hospital, St. Charles’ Square, Ladbroke Grove, W.10, on ye yey at 10 a.m. in winter 
and 2 p. M. in summer, and on Fridays at 10 a.m. (throughout the year); at St. Mary (Islington) Hospital, "Highgate Hill, N.19, on Tuesdays and Fridays 
at 2 p.m.; and at Mile End Hospital, Bancroft Road, E.1, on Thursdays at 10 a.M. and 2 p.m. 


presen: at the Children’s Clinics at Maudsley Hospital, and at the Clinics at St. Charles’, St. Mary (Islington) and Mile End Hospitals by 
appointment with the Psychiatric Social Worker at Mill Hili E. Hospital, N.W.7. Hours of attendance subject to alteration. 


THE OLD MANOR, SALISBURY atm. 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 
Extensive grounds. Detached Villas. Chapel. Garden Produce from own gardens. Terms very moderate. 
CONVALESCENT HOME AT BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 


Home by arrangement. 
Illustrated Brochure on application to the Medical Superintendent, The Old Manor, Salisbury. 
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ST. ANDREW’S HOSPITAL senrat bisoroers 
NORTHAMPTON 


PRESIDENT: THE Most Hon, THE MARQUESS OF EXETER, K.G., C.M.G., A.D.O. 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, bio-chemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital'or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be aamitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombieres tre atment, 
etc. ‘here is an Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-violet Apparatus; ‘and a Depart ment for 
Diathermy and High-frequency treatment. It also contains Laboratories for bio-chemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy ba a feature of this branch, and patients are given every facility tor occupying themselves in farming, gardening, and fruit 


gro 
BRYN-Y-NEUADD HALL 
The seaside house - St. Andrew’s Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there od cricket grounds, football and hockey junds, lawn tennis courts Lg 
urts), croquet grounds, golf —. and bowling greens. Ladies and gentlemen have their own gardens, ato are 
provided for handicrafts, such as carpe ~~ etc. 
For terms and further paptioulans ¢ apply to the Medical Superintendent (TELEPHONE : No. 2356 and 2357 Northampton), who 
can be seen in London by appointment. 


CALDECOTE HALL « 
L Nervous Disorders & Alcoholism 


cases are not received) 


WARWICKSHIRE This b ful d in the heart of the country (less than two hours 
from London by L. S.R. and surrounded by charming pleasure grounds in which 
(‘Phone : Nuneaton 241) games and outdoor occupational therapy are available is devoted to the treatment 


of Alcoholism and “‘Nerves"’ by psychotherapeutic and ancillary methods. 


Illustrated Brochure and particulars ohtainahle from A. E. CARVER, M.D., D.P.M., Resident Medical Superintendent. 


CAMBERWELL HOUSE, 33, Peckham Road, London, S S.E.5 
FOR THE TREATMENT OF MENTAL DISORDERS 
Completely detached Villas for mild cases. Voluntary Patients received. Twenty acres of grounds; own garden produce. Hard and grass 


tennis courts, putting greens, Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenice, 


Actino-therapy. prolonged it immersion baths, shock and also modified insulin treatment. Chapel. 


t 
Branch "HOVE VILLA, BRIGHTON. "end is 200 ft. above 


COURT HALL, KENTON, near EXETER 


FOR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED PATIENTS 


CLIFFDEN, TEIGNMOUTH 


FOR EARLY AND CONVALESCENT CASES Recreational Therapies are held daily by skilled Leaders 
The house stands high with spacious balconies and extensive views of the South Devon Coast. Beautiful garden. Own Dairy in 25 acres. Private road to beach 


_Rasident DERTHA MULES: BS. ANNE MULES, 259 and TEIGNMOUTH 289 
PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 
Telegrams : “‘Alleviated, London” Telephone: Rodney 2641-2642 


A Private Mental Hospital, for Ladies and Gentlemen suffering from Nervous and Mental Illness, where the 
amenities of a comfortable home are combined with full investigation and every well-established modern treatment. 

Terms from 34 guineas weekly. 

Illustrated Prospectus may be obtained from the Physician Superintendent. 


TOR-NA-DEE SANATORIUM Fre. 


FOR THE TREATMENT OF PULMONARY TUBERCULOSIS AND ALLIED DISEASES 
Senior Physician and Medical Superintendent: R. Y. KEERS, M.D. (Edin.) 
For prospectus apply to The Secretary, Tor-na-Dee, Murtle, Aberdeenshire Telephone: Cults 107 


CHEADLE ROYAL CHEADLE the and are of PATIENTS 
The Hospital is governed by « Committes 
A Ragiotared Hoepitel for MENTAL DISEASES, and ies 
For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone: GATLEY 223! 
22 
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VALE OF CLWYD SANATORIUM 


This Sanatorium is established for the treatment of Tuberculosis of the Lungs and the Pleural Cavities. It is situated in 
the midst of a large area of park-land at a height of 450 feet above sea-level. Average rainfall 29°57 per annum. Full day 
and night Nursing Staffs. X-ray plant. Every facility for Artificial Paeumothorax and for operations on the Chest. Electric 


Lighting. Oentral Heating. 
For — apply to Medical Superintendent. 


H. Morriston Davies, M.D., M.Ch. (Cantab.), F.R.O.S., Lianbedr Hall, Ruthin, N. Wales. 


THE MAGHULL HOMES FOR EPILEPTICS (Inc.) 
MAGHULL, Near LIVERPOOL 


Open Air Occupation and Recreation for Patients, Farming, 
Gardening, Football, Cricket, Tennis, Bowls, etc. School 
recognised by Board of Education. 


FEES— 
Ist Class (men only) : from £3 per week 
2nd Class (men and women) - » 37/6 » 
3rd Class (men and women) supported by 
Public Assistance Committees... ,, 27/6 ,, 


For further particulars apply to— 
C. EDGAR GRISEWOOD, A.C.A., 20, Exchange Street East, 
LIVERPOOL, 2. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 

Terms: 53 to 9} guineas per week, inclusive. 


Full particulars from MEDICAL SUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER 


Telephone: Witcombe 2181 Telegrams: ‘ Hoffman Birdlip”’ 


ROYAL EARLSWOOD INSTITUTION 


REDHILL, SURREY 


For MENTAL DEFECTIVES of all ages 


Training under medical supervision. Schools, Farm, 
Trade Workshops, Recreations. Fees £125 to £375 p.a. 
Election by votes of subscribers at red terms for 

necessitous trainable cases. 
pply, Secretary. Tel.: Redhill 344. 


CRICHTON ROYAL, DUMFRIES 
FOR NERVOUS AND MENTAL DISORDERS 


Cases of Alcoholism and Drug Addiction are admitted. 
Every pores for individual treatment on the most modern 
lines. As the Hospital is well endowed, terms are exceptionally 
moderate. 

Medical Certificates given anywhere in the British Isles. are 
= for admission of patients. 

McCowan, J.P.,~M.D., 


Physician Superintendent: P. K. 
F.R.OP., B Barrister-at-Law. Tel. : Dumfries 1119. 


VALE ROYAL ABBEY 


The New Cheshire Home of 
MUNDESLEY SANATORIUM 


This modernized mansion is situated in its own 
beautiful grounds in the heart of Cheshire® Terms 
from 6} to 10} guineas weekly. Tel.: Winsford 
3336. Station: Hartfard. Postal Address: Vale 
Royal Abbey, Hartford, Cheshire. 


Medical and Surgical Staff : 
VERE PEARSON, M.D. ). M.R.C.P. 


E. WYNNE-EDWARDS, M.B. (Cantab.), F.R.C.S. ( 
GEORGE DAY, M.D. 


SPRINGFIELD HOUSE 


"Phone: BEDFORD 3417. Near BEDFORD 
For Mental Cases with or without Certificates. 


Ordinary Terms: Five Guineas per week os Separate 
Bedrooms for all suttable cases without extra charge). 


For forms of admission, &., apply to the Resident Physiciaa, 
W. Bower. 


INTERVIEWS IN LONDON BY APPOINTMENT. 


CITY OF LONDON MENTAL HOSPITAL 


Near DARTFORD, KENT 


Ladies and Gentlemen received for treatment 

under certificates, and without certificates as either 

VOLUNTARY or TEMPORARY PATIENTS, 
at a weekly fee of £2 9s., and upwards 


CHISWICK HOUSE, 


PINNER, MIDDLESEX, 
Telephone: PINNER 234. 


A Private Hospital for ~ emenanh and Care of Mental and 
Nervous Illnesses in both Se 
A modern house, miles from Marble Arch, ia 
attractive and secluded a: Fees from 10 
week inclusive. Oases under Certificate, Voluntary and 
porary Patients received for treatment. 
DOUGLAS MACAULAY, M.D., D.P.M. 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 


17, RED LION SQUARE, LONDON, W.C.i 
Over 50 years’ experience 


POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


PROSPECTUS (24 pages) 
of Tutors, &c., on application 


sent with to the 
17, Bed wl. (Telephone: HOLborn 


BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL RESEARCH. 


Notice is hereby given that an ELECTION OF JUNIOR FELLOWS 
to begin work on Ist October will take place in July, 1944. 
Junior Fellowships are normally of the annual value of £400 
for 3 years, but candidates, younger than those usually elected 
or whose promise for medical research must be judged mainly 
on work outside that field, may be awarded a lower rate of £300 
for the first 2 years. Candidates are asked to state whether 
they would be unable to accept this lower initial rate. 

Candidates must have taken a degree in a faculty of a univer- 
sity in the British Empire or a medical diploma registrable in 
the United Kingdom. Elections to Junior Fellowships are rarely 
made above the age of 35 years. 

The ‘Trustees are desirous of furthering research in Mental 
Diseases and in the general allotment of Fellowships will give 
some preference to a candidate proposing research on approved 
lines in that subject. 

Applications from candidates should be received by 14th May, 
though late entries will be accepted up to Ist June. 

Owing to the disturbance caused by the war, it is necessary 
for candidates to submit evidence that they could be given 
accommodation in the departments where they propose to work. 

Forms of application and all information may be obtained by 
letter only addressed to— 

Dr. A. N. Drury, F.R.S., Acting Secretary. 

Beit Memorial Fellowships for Medical Research, The Lister 

Institute, Chelsea Bridge-road, London, 8.W.1. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
ELECTION TO THE COURT OF EXAMINERS. 

Notice is hereby given that the Council, on 13th July next, 
will elect a Member of the Court of Examiners in the vacancy 
occasioned by the retirement of Mr. L. R. Broster, who is not 
eligible for re-election. 

Fellows of the College desirous of becoming candidates for the 
office must make application, in writing, to the Secretary on or 
before Monday, 24th April, 1944. 

Ist April, 1944. KENNEDY CASSELS, Secretary. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


ELECTION OF PROFESSORS AND LECTURERS. 

The Council invites applications for election to the office of 
Hunterian Professor, Arris and Gale Lecturer, Arnott Demon- 
strator, and Erasmus Wilson Demonstrator for the ensuing year. 

The 12 Hunterian Lectures are delivered by Fellows or 
Members of the College. The 3 Arris and Gale Lectures are on 
subjects relating to Human Anatomy and Physiology, the 6 
Arnott Demonstrations on the contents of the Museum, and the 
6 Erasmus Wilson Demonstrations on the Pathological contents 
of the Museum. 

Applications in writing must be made to the Secretary on or 
before Monday, 24th April. Candidates for the Hunterian 
Professorships and Arris and Gale Lectureships are requested 
to submit with their applications 20 copies of a synopsis of 
approximately 500 words describing the subject matter of their 
proposed lecture. 

In the case of Hunterian Lectures the Council is prepared to 
consider applications for either a series of lectures or a single 
lecture. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2, Ist April, 1944. 

TAL MEDIC OOL. 


An ENTRANCE SCHOLARSHIP in Chemistry, Physics, and 
English Essay will be held on Wednesday and Thursday, the 
10th and lith of May, 1944. The Examination consists of a 
paper of 3 hours in each subject. 

Candidates wishing to enter for this Examination should 
apply to the Secretary of Westminster Hospital Medical Scheol, 
17, Horseferry-road, London, S.W.1, for further particulars, not 
later than the 28th of April. 

27th March, 1944. 


L. S. A. 

FINAL EXAMINATION: SurRGERY, May 8th, June 12tb, 
July 10th, 1944; Mepicine, PATHOLOGY, May 15th, June 19th, 
July 17th, 1944; Mrpwirery, May 16th, June 20th, July 18th, 
1944; MASTERY OF MIDWIFERY EXAMINATIONS, May and 
November. 

For regulations apply REGISTRAR, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 


EXAMINING SURGEONS: Factories Act, 1937. The following 
appointment as Examining Surgeon under the Factories Act, 
1937, is vacant. Applications should be sent to the Chief 
Inspector of Factories, St. James’s-square, London, S.W.1. 


Latest date for 

District County receipt of application’ 
MOTHERWELL _.. LANARK 11TH APRIL, 1944 
EAST HAM MEMORIAL HOSPITAL, Shrewsbury-road, E.7. 
Applications are invited from registered medical practitioners 
(Male and Female) for the appointment of HOUSE PHYSICIAN 
(B2), vacant 23rd June. Salary is at the rate of £200 p.a., 
with full residential emoluments. R and W _ practitioners 
holding A posts may also apply, when appointment will be 
limited to 6 months. 

Applications, stating full particulars, accompanied by copies 
of 3 testimonials, should be forwarded immediately to— 

REGINALD PERRY, Secretary-Superintendent. 

CONDON COUNTY COUNCIL. Medical practitioners uired 
for the undermentioned positions :— 

TEMPORARY ASSISTANT MEDICAL OFFICER, Class I (B1). 
peer £350—£25-£425 a year, plus temporary cost-of-living 

nus. 
(a) Medical duties, includi 
(1) Hackney Hospital, Homer- ( childre a 

ton, E.9 (2 vacancies). 


(2) St. Alfege’s Hospital, 
Vanbrough. Hill, S.E.10 
(3) St. Benedict’s Hospital, 
Church-lane, Tooting, 
8.W.17 .. Chronic sick. 
Additional remuneration of £50 a year so long as the position 
ranks as deputy to Medical Superintendent. uitably qualified 
R and W practitioners holding B2 appointments, also R prac- 
titioners holding B1 appointments and rejected by the R.A.M.C., 
may apply. 
ary £250 a year, plus temporary cost-of-li bonus. 
(1) Paddington Hospital, Harrow- 
road, W.9. .._. General medical duties. 
(2) Infectious hospitals service. Persons appointed to the 
infectious hospitals service are eligible for promotion to Class I 
(B1), temporary rank, in that service after a minimum period of 
6 w 
an practitioners who now hold A posts may apply, 
vis ap will be to 6 
e above positions are with board, lodging, and washing. 
Married quarters are not available. eres 
Application forms obtainable from the Medical Officer of 
oolscap envelope required), returnable 11th April, 1944. 
Canvassing disqualifies. 
ALBERT DOCK SEAMEN’S HOSPITAL, Alinwick-road, E.16. 
The Committee of Management of the Seamen’s Hospital Society 
invite applications from Male registered medical practitioners 
for the a of RESIDENT SURGICAL OFFICER (B1), 
vacant Ist May. Applicants should have held house appoint- 
ments and had surgical experience. Salary at the rate of £350 
or £550, according to experience. Suitably qualified R practi- 
tioners holding B2 appointments, also those holding B1 and 
rejected by the R.A.M.C., may apply. 
Applications, with copies of recent testimonials, to be 
forwarded immediately to— 
: F. A. Lyon, Administrator and Secretary. 
Seamen’s Hospital Society, Greenwich, S.E.10. 
24 


n. 
(b) Obstetrics and gynzco- 
logy. 


Obstetrics and gynecology 


KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. Appli- 
cations are invited from registered medical practitioners for the 
appointnient of RESIDENT SURGICAL OFFICER (Bl), vacant 
29th April, 1944. Applicants should have held house appoint- 
ments and had surgical experience. Preference will be given to 
candidates holdi diploma of F.R.C.S. Salary at the rate of 
£350 p.a., with 1 residential emoluments. Suitably qualified 
R and W practitioners holding B2 appointments, also R practi- 
tioners holding B1 and rejected by the R.A.M.C., may apply. 

Applications, stating age, nationality, qualifications with 

dates, experience and details of previous appointments, and 
accompanied by copies of 2 recent testimonials, should be sent 
to: R. A. MICKELWRIGHT, House Governor. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. Applications 
are invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER AND HOUSE SURGEON (Gyneco- 
logical, &c.) (A), vacant Ist May. 6 months’ appointment. 
Saiary at the rate of £150 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply. 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, together with copies of 2 recent 
testimonials, should be sent immediately to— 

. A. MICKELWRIGHT, House Governor. 

THE ROYAL CANCER HOSPITAL (FREE) (incorporated under 
Royal Charter), Fulham-road, London, S8.W.3. Applications 
are invited for the post of HOUSE SURGEON (A), to commence 
duty on the Ist June, 1944. Salary at the rate of £200 p.a., 
with full residential emoluments. The appointment is subject 
to rules, a copy of which can be obtained from the Secretary. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may also apply, when appointment 
will be for 6 months, 

Applications, to be made on a form which will be supplied 
by the Secretary, with copies only of not more than 3 recent 
testimonials, to be sent not later than the first post on Thursday, 
13th April, 1944, to: V. H. PiInkKHAM, Secretary. Bs 
MILLER GENERAL HOSPITAL, Greenwich High-road, S.E.10. 
The Board of Management invite applications for the temporary 
appointment of ASSISTANT PHYSICIAN to the Department for 
Children. Candidates must be Fellows or Members of the 
Royal College of Physicians. An honorarium of £21 p.a. is 
allowed towards travelling expenses. «+ 

Applications should be sent as soon as possible to the under- 
signed, from whom full particulars may be obtained. 

10th March, 1944. L. G. Bain, Assistant Secretary. _ 
LONDON CHEST HOSPITAL, Victoria Park, E.2. House Surgeon 
(B2) (Male or Female) required on 1st May, with previous 
surgical experience, preferably thoracic. Salary £150 p.a., 
with full residential emoluments. R and W practitioners who 
now hold A posts may apply, when appointment will be limited 
to 6 months. 

Applications, with copies of 3 recent testimonials, should be 

sent at once to the Secretary. 
WESTMINSTER HOSPITAL, London, S.W.I. Applications are 
invited from registered medical practitioners, Male, for the 
appointment of ACTING MEDICAL REGISTRAR (B1). The post is 
a full-time resident one. Salary £350 to £550 p.a., according 
to age and experience. Candidates should have held house 
appointments in a general hospital, at least one of which should 
have been that of House Physician. The successful candidate 
will be expected to undertake such teaching as may be delegated 
to him by the School of Medicine Committee. Suitably qualified 
R practitioners holding B2 appointments, also those holding B1 
and rejected by the R.A.M.C., may apply. 

Applications should be sent immediately to— 

CHARLES M. PowER, House Governor and Secretary. 

THE ROYAL MASONIC HOSPITAL, Ravenscourt Park, London, 
W.6. Applications are invited from registered medical practi- 
tioners, Male, for the appointment of RESIDENT SURGICAL 
OFFICER (B1), vacant 24th April next. Applicants should have 
held house appointments and had surgical experience. Prefer- 
ence will be given to candidates holding diploma of F.R.C.S. 
The salary is at the rate of £250 p.a., together with full board 
and lodging and laundry. Suitably qualified R practitioners 
now holding B2 appointments, also those holding Bl and 
rejected by the R.A.M.C., may apply. 

Please apply in writing to the Joint Honorary Secretaries. 
THE PRINCESS BEATRICE HOSPITAL, Earl’s Court, S.W.5. 
(General Hospital—8s8s Beds.) Applications are invited from 
registered medical practitioners, Male and Female, for the 
appointment of HOUSE PHYSICIAN (A), vacant Monday, Ist May, 
1944. Salary is at the rate of £130 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of not more than 
3 testimonials, should be sent immediately to— 

G. PURSSELL, Acting House Governor. _ 
THE SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, S.W.4. Applications are invited from registered 
medical Female practitioners for the undermentioned appoint- 
ments, vacant Ist May :— 

(1) HOUSE SURGEON (A). The will be for a 
period of 6 months. Salary is at the rate of £100 p.a., with 
full residential emoluments. Practitioners within 3 months of 
and liable under the- National Service Acts may 
apply. 

(2) GYNECOLOGICAL HOUSE SURGEON (B2).. The appoint- 
ment, which is recog: for M.R.C.O.G., is for a period of 
6 months. Salary is at the rate of £100 p.a., with full residential 
emoluments. W practitioners who now hold A posts may apply. 

Applications, stating e, nationality, qualifications with 

ates, and accompanied eopies of 3 recent testimonials, 
should be sent to the Secretary at the Hospital not later than 
Saturday, 15th April. 
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HIS MAJESTY’S COLONIAL SERVICE 
THE COLONIAL MEDICAL SERVICE 


VACANCIES FOR MEDICAL OFFICERS 
maintenance of an 0 rg Colonial Medical Service constitutes ® vital part of the national war effort and it is Ynost 


The 
impestams that the Service sho 


id be assured of an adequate supply of doctors 


The Secretary of State for the Grieates therefore invites applications from doctors Possessing & medical qualification nea 


who are Bri 


subjects and who are under thirty-five years of age. 


edical Officers are appointed in the first instance for general service. But there are ample opportunities for work in special 
= in medical research. ™ 


menial of medicine and surgery, in public health and in 
The normal salary 
promotion 1 is made on merit and which carry higher 


scale is from £600 to between £1 pee and £1,120. There are large numbers of super-scale posts to which 


wnment quarters, in many cases free of rent, and a Passages to and from the Colonies are provided, and an adequate 


Gove 
Pension scheme is in force. 
Selected candidates are normal! 
or during their period of 
culars, inclu the regulations 
Diresturer of I tment (Colo: 


required to attend a course of instruction in Tropical Medicine and Hygiene either before 


3 » the Colonial Medical Service, may be obtained from the 


admissi 
Service), 2, ndon, W.1. 


PUTNEY HOSPITAL, S.W.I5. (i101 Beds.) Applications are 
invited for the post of RESIDENT MEDICAL OFFICER ( B2) now vacant, 
Salary is at the rate of £200 p.a. with full residential emoluments. 
R and W practitioners now holding A posts may apply, when 
appointment will be limited to 6 months. 

Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when post will be tem- 
porarily downgraded tean A post at the salary of £120 p.a., 
plus residential emoluments. 

Applications to H. a HADWEN, Secretary, 

Lower Common, S.W. 

MIDDLESEX COUNTY CSU NCIL. Resident Assistant Medical 
OFFICER (B1) for Orthopxedic Department (Fracture A Depart- 
ment, E.M.S.) required at Chase Farm Hospital, Enfield, 
Middlesex pe ations invited from registered medical prac- 
titioners (including R and W practitioners holding B2 posts), 
preferably with experience In orthopedic work. R_ practi- 
tioners B1 posts ineligible unless réjected by R.A.M.C. 
Salary £400 by £25 to £475 p.a., plus cost-of-living bonus. 
Board, lodging, and laundry. Whole-time duties, such as 
Council may require, under supervision of Medical Director. 
Appointment is for 4 years only, subject to medical examination 
and 1 month’s notice. Post now vacant. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more 
than 3 recent testimonials, to the undersigned. Application 
forms not provided. Closing date 15th April, 1944 

C. W. RADCLIFFE, “ B3,’’ C lerk, of the © ounty Council. 

Middlesex Guildhall, Westminster, S.W.1. 

MIDDLESEX COUNTY COUNCIL. Visiting Ophthalmologist 
to conduct weekly session in Out-patient Clinic required at 
Hillingdon County Hospital, near Uxbridge, Middlesex. Appli- 
cants must be registered medical practitioners with the quali- 
fication of F.R.C.S. or a degree or diploma in ophthalmology 
and who have devoted their time wholly or chiefly to the practice 
of this specialty. Fee £3 3s. per session (of approximately 
24 hours). ae =~ is temporary and does not carry any 
superannuation 

Applications, ating age, nationality, qualifications, and 
experience, enclosing copiés of not more than 3 recent testi- 
monials, to the undersigned. Application forms not provided. 
Closing date 8th April, 1944. 

W. Rapcuirre, “ B3,’’ Clerk of County Council. 

Middlesex Guildhall, WwW estminster, 
MIDDLESEX COUNTY COUNCIL. Rasldca “Assistant Medical 
OFFICER (B1) required at Staines County Hospital, Ashford, 
Middlesex. Applications invited from registered medical prac- 
titioners (including R and W practitioners holding B2 posts) 
who have had experience in treatment of pulmonary tubercu- 
losis. R oto titioners holding B1 pogts ineligible unless rejected 
by R.A Salary £400 by £25 to £475 p.a., plus cost-of- 
living bonus. Board, lodging, and laundry. Whole-time 
duties, such as Council may require, under supervision of 
Medical Director. Appointment is for 4 years only, subject to 
medical examination and 1 month’s notice. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more 
than 3 recent testimonials, to the undersigned. Application 
forms not provided. Closing date 8th April, 1944. 

C. W. Rapc.irre, “ B3,’’ Clerk of the County Council. 

Middlesex Guildhall, Westminster, S.W.1. 

MIDDLESEX COUNTY COUNCIL. 2 House Officers (A) (resi- 
dent) required at Staines County Hospital, Ashford, Middlesex. 
(1) House Physician for Dietetic Wards and Children’s 
Wards, post now vacant. (2) use Surgeon, post now 
vacant. Applications invited 9m registered medical 
practitioners (Men only), including R practitioners within 
3 months of qualification and who are liable for service under 
National Service Acts. Salary £120 p.a., plus cost-of-living 
bonus. Board, lodging, and laundry. Vhole-time duties 
such as Council may direct, under supervision of Medicai 
Director. 6 months’ appointments. 

Applications, stating age, nationality, qualifications, present 
post, and previous experience, enclosing copies of not more than 
3 recent testimonials, to the Medical Director, “‘ B3,’’ of Hos- 
pital, ere forms not provided. Extended closing date 


5th April, 1944. 
W. Rapc Clerk of County Council. 
Middlesex Guildhall, Westminster, 8.W.1 


MIDDLESEX COUNTY COUNCIL. Resident Assistant Medical 
OFFICER (B1) required at West Middlesex County Hospital, 
Isleworth, Middlesex. Applications are invited from registered 
medical practitioners (Men only), including R practitioners 
holding B2 posts. R practitioners holding B1 posts ineligible 
unless rejected by R.A.M.C. Salary £400 p.a. by £25 to £475 
p.a., plus cost-of-living bonus. Board, lodging, and laundry. 
Whole-time genera] s ical duties, such as Council may require, 
under supervision of Medical Director. Appointment is for 
4 years only, subject to medical examination and 1 month’s 
notice. Post now vacant. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, enclosing copies of not more than 
3 recent testimonials, to the undersigned. Application forms 
not provided. Closing date 8th aoe 1944 

C. W. RapcouiFFe, “ B3,’’ Clerk of the County Council. 

Middlesex Guildhall, Westminster, S.W.1 


MIDDLESEX COUNTY COUNCIL. Resident Junior Assistant 
MEDICAL OFFICER (B2) for —- duties required at Redhill 
County Hospital, Edgware, Middlesex. Applications invited 
from registered practitioners, including R and 
practitioners = now hold A posts. Salary £250 p.a., plus 
bonus. Board, lodging, laundry. Whole-time 
surgical duties, such as Counc i) may direct, under supervision of 

Medical Director. Appointment, subject ‘to medical examina- 
tion and 1 month’s notice, is for 6 months, with possibility of 
extension to 12 months (except i in case of R and W practitioners). 
Post now vacant. 

Applications, stating age, nationality, qualifications, present 
post, and previous experience, enclosing copies of not more than 
3 recent testimonials, to Medical Director, “ B3,’’ of Hospital 
as soon as possible. Application forms not provide d. 

C. W. Rapcuirre, Clerk of - County Council. 

Middlesex Guildhall, Westminste r, 8.W.1 


MIDDLESEX COUNTY COUNCIL. Resident House Surgeon 
B2) for wards for traumatic cases required at Staines County 
ospital, Ashford, Middlesex. Applications invited from 
registered medical practitioners (Men only), yey R practi- 
tioners who now hold A posts. Salary £200 p.a lus cost-of- 
living bonus. Board, lodging, and laundry. PWhole- time 
duties, such as Council’ may direct, under supervision of Medical 
Director. 6 months’ appointment. Post now vacant, 
Applications, stating age, nationality, qualifications, present 
post, and previous experience, enclosing copies of not ee 
than 3 recent testimonials, to the Medical Director, “ B3,”’ 
Hospital. Application forms not provided. Extended - ae 


date 5th April, 1944. 
W. Rapo.irre, Clerk of the County Council. 
_ Middlesex Guildhall, Westminster, S.W.1. 


MOUNT VERNON HOSPITAL AND THE RADIUM INSTI- 
TUTE, NORTHWOOD, MIDDLESEX. Applications are invited from 
registered medical a Male and Female, for the 
appointment of HOUSE SURGEON (A) in the Cancer Department 
including General Gynzcology and E. N. and T, vacant Ist April. 
Salary is at the rate of £200 p.a., with full reside ntial emolu- 
ments. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months. 

Applications, accompanied by copies of testimonials, should 
be forwarded immediate ly to the Secretary. Mi 
KING GEORGE HOSPITAL, Ilford. Applications are invited 
from registered medical practitioners, Male and Female, for the 
appointment of a HOUSE SURGEON (A), now vacant. The 
appointment will be for a period of 6 months. Salary is at the 
rate of £120 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

Applications, with testimonials, should be sent as soon as 
possible to- 

G. AusTIN HEPWORTH, Secretary and Superintendent. 
WEYMOUTH AND DISTRICT HOSPITAL, Weymouth, Dorset. 
Applications are invited from registered medical practitioners, 
Male and Female, for appointment of HOUSE SURGEON (A). 
Appointment for 6 months at salary at rate of £160 p.a., with 
full residential emoluments. Practitioners within 3 months of 


qualification and liable under National Service Acts may apply. 

Applications, with copy testimonials, to be addressed to the 

Secretary-Superintendent as early as possible. ee 
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EAST SUSSEX COUNTY COUNCIL. Southlands Hospital, 
SHOREHAM-BY-SEA. Applications are invited from fully qualified 

Male or Female registered medical practitioners (unmarried) 
for the post of TEMPORARY RESIDENT ASSISTANT MEDICAL 
OFFICER (BL) at Southlands Hospital. Shoreham-by-Sea, near 
Brighton. Salary £400 p.a., with emoluments valued at £90 p.a. 
Candidates must have had previous hospital experience. 

The Hospital (519 Beds) is a general hospital, under the 
administration of the Fast Sussex County Council and graded 14 
in the Emergency Medical Services scheme. The duties of the 
post vill be mainly concerned with surgical cases, the adminis- 
tration of anesthetics, and receiving ward duties. 

Suitably qualified R and W practitioners holding B2 posts, 
also R practitioners holding B1 and rejected by the R.A.M.C., 
may apply. 

Application should be made on a form obtainable from the 
County Medical Officer of Health, County Hall, Lewes. and must 
be returned to him by 17th April, 1944, together with copies of 
3 recent testimonials, 

H. S. Marvin, Clerk of the County Council. 

County Hall, Lewes, 23rd March, 1944. 

ROYAL SOUTH HANTS AND SOUTHAMPTON HOSPITAL, 
SOUTHAMPTON. (255 Beds.) Applications are invited from 
registered medical practitioners, Male and Female, for the 
following appointments :— 

HOUSE SURGEON (B2), vacant Ist May. 1944. 

HOUSE PHYSICIAN (B2), vacant 18th May, 1944. 

R and W practitioners holding A posts may also apply for the 
above vacancies. 

CASUALTY OFFICER (A), vacant 20th April, 1944. 
Practitioners within 3 months of qualification and 
under the National Service Acts may apply. 

In each case the appointment will be for a period of 6 months 
and the salary is at the rate of £175 p.a., with full residential 
emoluments. 

Applications, stating age. qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to— 

EDWARD L. WIRGMAN. House Governor and Secretary 
COUNTY BOROUGH OF CROYDON. With the consent of 
the Ministry of Health applications are invited from registered 
medical practitioners (either sex) for the post of TEMPORARY 
ASSISTANT MEDICAL OFFICER OF HEALTH AND ASSISTANT SCHOOL 
MEDICAL OFFICER. Commencing salary between £500 and £700, 
according to experience, with war bonus (at present £33 16s.). 
Applicants must state liability for military service and obtain 
approval from the Senior Regional Medical Officer of their 
district. before applying. 

Applications, on form obtainable from the Medical Officer of 
Health, 20, Katharine-street. Croydon, by sending a stamped 
addressed envelope, mnst be returned by 10th April. 

E. TABERNER, Town Clerk. 

Town Hall, Croydon, 20th March, 1944. 

MANCHESTER ROYAL INFIRMARY. 2 House Surgeons (A) to 
Orthopeedic Department. The Board of Management invite 
applications for the above posts, now vacant, from registered 
medical practitioners, Male and Female, including practitioners 
within 3 months of qualification, who are liable for service 
under the National Service Acts. The appointments! are for 
6 months at salaries at the rate of £75 p.a., with residence. 

Applications, stating age, nationality, and qualifications, to 
be sent to the Chairman of the Medical Board. 

By Order, F, J. CABLE, 

20th March, 1944. | General Superintendent and Secretary. 
NOTTINGHAM CITY COUNCIL. Firs Maternity Hospital. 
(40 Beds.) Applications are invited from registered medical 
practitioners, Male, for the appointment of RESIDENT OBSTETRIC 
HOUSE SURGEON (B2). Salary is at the rate of £300 p.a., with 
full residential emoluments. R_ practitioners now holding 
A posts may apply, when the appointment will be limited to 
6 months ; dtherwise not exceeding 1 year. 

Applications, stating age, qualifications with dates, and 
nationality, should be accompanied by copies of 3 testimonials 
and sent forthwith to: J. E. RicHarps, Town Clerk. 

The Guildhall, Nottingham, March, 1944. 

ROYAL SHEFFIELD INFIRMARY AND HOSPITAL. The Royal 
INFIRMARY, SHEFFIELD. Applications are invited from regis- 
tered medical practitioners. Male and Female, for the under- 
mentioned posts now vacant : 

ASSISTANT CASUALTY OFFICER (A), (A), 

ORTHOPEDIC HOUSE SURGEON (A). 
Salary is at the rate of £80 p.a., with full residential emoluments 
and a bonus of £20 payable at the expiration of 6 months’ 
satisfactory service. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply, 
when appointments will be for a period of 6 months. 

Applications should be sent forthwith to: Percy N. Giass, 
General Superintendent, The Royal Infirmary, Sheffield, 6. 

22nd March, 1944. 

PONTEFRACT GENERAL INFIRMARY AND THE HYDES 
HOSPITAL. (112 Beds.) Applications are invited from regis- 
tered medical practitioners (Male) for the appointment of 
HOUSE SURGEON (A), vacant immediately. Salary £150 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications should be sent to— D. J. RICHARDS, 

_ 21st March, 1944. Secretary -Superintendent. 
SCARBOROUGH HOSPITAL, Yorkshire. (Normally 140 Beds.) 
Applications are invited from Female registered medical prac- 
titioners for the post of HOUSE PHYSICIAN (A). The appointment 
is for 6 months, commencing immediately, and the salary is at 
the rate of £175 p.a., with board, residence, laundry. &c. Prac- 
titioners within 3 months of qualification and liable under the 
National Service Acts may also apply. 

Applications, with age, testimonials, qualifications, &c., to be 
sent immediately to the Secretary. 
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CITY OF COVENTRY. Municipal General Hospital. Applica- 
tions are invited from Male registered medical practitioners, 
including practitioners within 3 months of qualification and 
liable under the National Service Acts, for the appointment of 
JUNIOR ASSISTANT RESIDENT MEDICAL OFFICER (A) at the above 
Hospital. The appointment will be for a period of 6 months. 
Salary will be at the rate of £250 p.a., plus war bonus and full 
residential emoluments. 

Further particulars may be had on request to the Medical 
Superintendent at the Hospital. Applications should be made 
at once to: A. Massry, Medical Officer of Health. ‘ 

The Council House, Coventry. 

THE WATFORD AND DISTRICT PEACE MEMORIAL HOSPITAL, 
WATFORD. (310 Beds.) Applications are invited from registered 
medical practitioners for the post of CASUALTY OFFICER AND 
RESIDENT ANJESTHETIST (B2). vacant in April. Salary will be 
at the rate of £200 p.a., with full residential emoluments. 
R and W practitioners who hold A posts may also apply, when 
the appointment will be limited to 6 months. 

Applications, stating age, qualifications, and experience, 

together with copies of 2 recent testimonials, should be sent 
immediately to: H. M. MaskKELL, Administrator. 
PRINCESS ELIZABETH ORTHOPADIC HOSPITAL, Buckerell 
BORE, EXETER. (E.M.S. Fracture and Orthopedic Centre 14. 
150 Beds with Annexe.)’ Applications are invited from regis- 
tered medical practitioners for the post of HOUSE SURGEON (B1). 
Salary £200 p.a., with board, residence, and laundry. The 
appointment is for 6 months. Suitably qualified R and W 
practitioners holding B2 posts, also R practitioners holding BL 
and rejected by the R.A.M.C., may apply. 

Applications to: P. MELHUISH, Secretary. 
MARGATE AND DISTRICT GENERAL HOSPITAL. (100 Beds.) 
Applications are invited from registered medical practitioners 
for the post of RESIDENT MEDICAL OFFICER (A). Salary is at 
the rate of £200 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will 
be for a period of 6 months. 

Applications should be sent immediately to the Secretary. 
THE PRINCESS MARY MATERNITY HOSPITAL, Newcastle 
UPON TYNE. (90 Beds.) Applications are invited from 
unmarried registered medical practitioners (Male or Female) for 
the appointment of RESIDENT OBSTETRIC OFFICER (B1) tenable 
for 1 year in the first instance and renewable annually for a 
maximum period of 3 years. Salary £150-—€250 p.a., according 
to experience, together with full residential emoluments. Suit- 
ably qualified R and W practitioners holding B2 appointments, 
also R practitioners holding B1 and rejected by the R.A.M.C., 
may apply. 

The appointment becomes vacant on the Ist July, 1944, and 
applications, giving full particulars, together with copies of 
2 recent testimonials, should be sent not later than Saturday, 
the 29th April, to the House Governor. Mr. R. 8. JOHNSON. 
ROYAL VICTORIA INFIRMARY, Newcastle upon Tyne. Surgical 
REGISTRAR (B1) to Orthopedic Departurent (open appointment). 
Applications are invited from registered medical practitioners 
for the above appointment. Applicants should have held house 
appointments. The post is suitable for applicants wishing to 
study for the Fellowship examination. Salary is at the rate of 
£300-£450 p.a. (non-resident), according to qualifications and 
experience. Suitably qualified R and W practitioners holding 
B2 posts, also R practitioners holding Bl and rejected by the 
R.A.M.C., may apply. 

Applications should be sent by return to 

23rd March, 1944. A. W. SANDERSON, House Governor. 
ADDENBROOKE’S HOSPITAL, Cambridge. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (B2) to the Fracture 
and Orthopedic Department, vacant 14th May, 1944. The 
salary is at the rate of £200 p.a., with full residential emoluments. 
R and W practitioners who now hold A posts may apply, when 
appointment will be limited to 6 months, which is the normal 
period of appointment. : i 

Applications, together with copies of 3 recent testimonials, 
should be sent not later than Wednesday, 12th April, 1944, to- 

J. A. BEARDSALL, Secretary-Superintendent. 

LIVERPOOL AND DISTRICT HOSPITAL FOR DISEASES OF 
THE HEART, 34, Oxford-street, LIVERPOOL, 7. Applications are 
invited from registered medical practitioners (Male or Female) 
for the appointment of a HOUSE PHYSICIAN (A), to gommence 
Ist July. Salary is at the rate of £100 p.a., with full residential 
emoluments. Facilities for M.D. thesis. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for a period of 
6 months. 

Applications, stating age, qualifications with dates, and 

nationality, and accompanied by copies of 3 recent testimonials, 
should be sent to: Miss J. Lewis, Secretary. 
ROYAL BERKSHIRE HOSPITAL, Reading. Applicati are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE PHYSICIAN (A), vacant 15th 
April, 1944. Salary is at the rate of £150 p.a., with full resi- 
dential emoluments. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply. 
when the appointment will be for a period of 6 months. - 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to 

H. E. RYAN, Secretary and House Governor. 
EAST SUFFOLK AND IPSWICH HOSPITAL, Ipswich. (400 Beds.) 
Applications are invited from registered medical practitioners, 
including R practitioners who now hold A posts, for the appoint- 
ment of HOUSE PHYSICIAN (B2), vacant Ist May. Appointment 
will be for a period of 6 months. Salary at the rate of £175 p.a., 
with full residential emoluments. ARTHUR GRIFFITHS, 

The Hospital, Ipswich, Ist April, 1944. Secretary. 
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COUNTY BOROUGH OF WEST BROMWICH. Hallam Hos- 
PITAL. (465 Beds.) RESIDENT OBSTETRICAL OFFICER (B1). 
Applications are invited from registered medical practitioners, 
Male or Female. Candidates should have had previous experi- 
ence in obstetrics apd gynecology. The Maternity Department 
at the Hospital contains 80 Beds and is a recognised training 
school for midwives. The duties include attendance at Ante- 
natal Clinics. The salary seale will be £450—-£50-£600, plus 
cost-of-living bonus and residential emoluments. The appoint- 
ment would be terminable by giving 2 months’ notice. 

Further information may be obtained from the Medical 
Officer of Health, 2, Lodge-road, West Bromwich. Applications 
should be received not later than 6th April, 1944. 


NOTTINGHAM AND MIDLAND EYE INFIRMARY. Applica» 
tions are invited from registered medical practitioners (Male 
and Female) for the appointment of HOUSE SURGEON (B1). 
Applicants should have had some surgical ophthalmic experi- 
ence. Salary according to qualifications and experience with a 
minimum of £200 per annum with full residential emoluments 
Post recognised for D.O.M.S. examination. Suitably qualified 
R and W practitioners holding B2 appointments, also R 
now holding B1 and rejected by the R.A.M.C., may 
apply. 

Applications should be sent forthwith to— 

T. R. Moore, Secretary. 


SALISBURY GENERAL INFIRMARY. (Voluntary Hospital— 
225 Beds.) Applications are invited from registered medical 
practitioners for the appointment of two HOUSE SURGEONS (A), 
vacant now and early April respectively. Salary at the 
rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may also apply, when appointment will be 
fora period of 6 months. Applications, stating age, nationality, 
qualifications and experience, together with copies of recent 
testimonials, should be sent to : JOHN WILLIAMS, Superintendent 
and Secretary. 


ROCHDALE INFIRMARY, Lancs. (110 Beds.) The Board of 
Management invite applications from registered medical practi- 
sonem Male and Female, for the following appointment, vacant 
shortly :— 

SECOND HOUSE SURGEON (A). Salary at the rate of £150 p.a., 
with full residential emoluments. The successful candidate 
must be a member of a Medical Defence Society. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months, 

Applications to: W. WYNNE, Superintendent and Secretary. 
YORK COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (B2), vacant 15th April, 
1944. The salary is at the rate of £175 p.a., with full residential 
emoluments. R and W practitioners who now hold A posts 
may apply when the appointment will be limited to 6 months. 

App ications to be sent to reach the undersigned immedi- 
ately. J. R. MACKRILL, Secretary. 
YORK COUNTY HOSPITAL. (222 Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment as HOUSE SURGEON (A), whose main duties 
are in the Eye, Ear, Nose, and Throat Department (37 Beds 
with busy Out-patient Clinics), but who will share in the eneral 
work of the Hospital, also Casualty Duty. Salary is at the rate 
of £175 p.a./ with full residential emoluments. This post is 
recognised for D.O.M.S. and D.L.O. examinations. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a 
period of 6 months. 

Applications to be sent immediately to— 

J. R. MACKRILL, Secretary. 
CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD, ESSEX. (235 Beds.) Applications are invited from 
registered medical practitioners (Male and Female) for the post 
of HOUSE SURGEON (A), to commence end of April. Salary £250 
p.a., plus board, lodging, and laundry. Practitioners within 3 
months of qualification and liable under the National Service Acts 
may apply, when appointment will be for a period of 6 months. 

Apply, with recent testimonials, immediately to— 

R. G. MoRRISH, House Governor and Secretary. 


BRIGHTON COUNTY BOROUGH MENTAL HOSPITAL, 
HAYWARDS HEATH, SUSSEX. TEMPORARY ASSISTANT MEDICAL 
OFFICER (Bl post), Male or Female. Also duties at 
Brighton Child Guidance Clinic. Salary £525, rising to 
£625 p.a., with emoluments (apartments, board, and laundry) 
valued at £100, emoluments in cash if living out. Applicants 
should state experience in child and adult psychiatry and if an 
experience of clinical research. Suitably qualified R and 
practitioners who now hold B2 posts, also R practitioners who 
now hold B1 and are rejected by the R.A.M.C., may apply. 

Applications, accompanied by names of 3 persons to whom 
reference may be made, should be sent to the Medical Superin- 
tendent not later than 8th April, 1944. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) House 
SURGEON (A) required to commnce as soon as possible. 
Salary at the rate of £150, with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Applications should be sent as soon as possible to— 

H. J. JoHnson, General Superintendent and Secretary. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) Resident 
ANZXSTHETIST AND ASSISTANT CASUALTY (A), required 
to commence as soon as possible. Salary at the rate of £150 p.a. 
with full resident emoluments. titioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months: 


Applications to— H. J.J BON, 
General Superintendent and Secretary. 


ROYAL ISLE OF WIGHT COUNTY HOSPITAL, Ryde, 1.W. 
Spymentions are invited from registered medical practitioners, 

ale and Female, for the appointment of a HOUSE PHYSICIAN 
AND CASUALTY OFFICER (B2), now vacant. The appointment 
will be for 6 months. Salary at the rate of £174 a year, with 
board, residence, and laundry. R and W practitioners holding 
A may also 

pplications, stating age, qualifications with dates, and 

nationality, and accompanied by copies of 3 recent testimonials, 
should be sent without delay to: A. S. GorpDoN, Secretary. 
VICTORIA HOSPITAL, Accrington. Applications are invited 
from registered medical practitioners, Male, for the appointment 
of &@ HOUSE PHYSICIAN (A) at a salary of £175 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be limited to 6 months 

Applications, with copies of testimonials, to Honorary 

retary, Victoria Hospital, Accrington. 
ROYAL UNITED HOSPITAL, Bath. Applications are invited 
from registered medical practitioners for the appointments of 
3 HOUSE SURGEONS (A). Salary for each post £150 p.a., with 
board, residence, and laundry. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointments will be for a period of 6 months. 
at once to— 4AWRENCE MEARS, 
8th February, 1944. Secretary-Superintendent. 
ROTHERHAM HOSPITAL. Second Casualty Officer and House 
SURGEON (A) to Ear, Nose, Throat, and Eye Departments, 
vacant now. Salary £225 p.a., with full residentia] emoluments. 
Applications are invited for this appointment. Practitioners 
w n 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 

Applications should be sent at once to— 

¥ T. H. FLETCHER, Secretary-Superintendent. 

CAMBORNE-REDRUTH GENERAL HOSPITAL, Redruth, Corn- 
WALL. Applications are invited from registered medical prac- 
titioners, Male and Female, for the appointment of a HOUSE 
SURGEON (A). Salary is at the rate of £200 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications to be sent to the Secretary. 
BURTON-ON-TRENT GENERAL INFIRMARY. ee are 
invited from registered medical practitioners (Male) for the 
appointment of CASUALTY OFFICER AND HOUSE PHYSICIAN (A), 
now vacant... Salary at the rate of £200 p.a., with usual 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
also apply, when appointment will be for a period of 6 months. 

Applications to— 

E. W. THORNLEY, Superintendent and Secretary. 
WREXHAM AND EAST DENBIGHSHIRE WAR MEMORIAL 
HOSPITAL. Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of 2 RESI- 
DENT HOUSE SURGEONS (A), immediately. Salary is at the rate 
of £200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply. Appointment will be for a period of 
6 months 

Applications, stating age, nationality, qualifications, and 
accompanied by copies of testimonials, to— 
LESLIE SPENCER, Secretary. 
PRESTON ROYAL INFIRMARY. Applications are invited 
from registered medical practitioners, Male and Female, for the 
appointment of CASUALTY OFFICER (B2), now vacant. Salary 
at the rate of £200 p.a., plus full residentialemoluments. Rand 
W practitioners holding A posts may also apply, when appoint- 
ment will be limited to 6 months. 
Applications to the Superintendent-Secretary. 
HARLOW WOOD ORTHOPADIC HOSPITAL, near Mansfield, 
NoTTs. (405 Beds, E.M.S. and civilian, including Rehabilitation 
Unit.) REGIONAL ORTHOPZDIC CENTRE. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of RESIDENT HOUSE SURGEON (B2), including 
Rand W practitioners who now hold A posts. Appointment will 
for a period of 6 months. Salary at the rate of £200 p.a., 
with full residential emoluments. 
D. Roserts, Secretary-Superintendent. 
CITY AND COUNTY OF BRISTOL. Department of Public . 
HEALTH. HAM GREEN HOSPITAL AND SANATORIUM. Applications 
are invited from registered medical practitioners, Female, for 
the appointment of ASSISTANT RESIDENT MEDICAL OFFICER (B2) 
at Ham Green Hospital. Salary is at the rate of £200 p.a. 
with full residential emoluments for an appointment limited to 6 
months, £250 p.a. for 2nd 6 months if appointment is for 1 year. 
W practitioners who now hold A posts may apply, when the 
appointment will be limited to 6 months ; otherwise for 1 year. 
Application forms may be obtained from the undersigned to 
whom they must be returned, accompanied by copies of not 
more than 3 recent testimoniais, forthwith. 
R. H. Parry, Medical Officer of Health. 
Kenwith Lodge, Westbury Park, Bristol, 6. 
THE GLOUCESTERSHIRE ROYAL INFIRMARY (Voluntary 
Hospital), GLowcesTeR. (5 Residents—382 Beds, including 
143 E.M.S.) Applications are invited from registered medica) 
practitioners, Male or Female, for the following vacant posts: 
CASUALTY OFFICER (A), HOUSE SURGEON (A) Salary for each 
post is £150 p.a., with the usual residential emoluments 
Duties commence immediately. The appointments will be for 
6 months, but may be terminated by 1 month’s notice on either 
side. Practitioners within 3 months of qualification and liable 
under the National Service Acts may also apply 
Applications, stating age, qualifications with dates, nationality, 
and accompanied by copies of 3 recent test#monials, should be 
addressed immediately to the House Governor, Royal Infirmary, 
Gloucester. 
27 
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DERBYSHIRE COUNTY COUNCIL. Temporary Resident 
ASSISTANT MEDICAL OFFICER (B1) (Male or Female). Applica- 
tions are invited from registered medical practitioners for the 
above appointment at the Derbyshire County Sanatorium, 
Chesterfield. Applicants should have held house appointments 
and preference will be given to candidates having previous experi- 
ence of tuberculosis, including artificial pneumothorax work. 
Married quarters are not provided. Sa ary at the rate of 
£350 p.a., rising by annual increments of £25 to £450 p.a., plus 
a war bonus which at present is £18 4s. p.a., together’ with 
board, lodging, &c. The successful candidate will devote the 
whole of his (or her) time to the duties of the office. The 
appointment will be subject to the provisions of the Local 


Government Superannuation Act, 1937, and the person. 


appointed will be required to pass a medical examination. 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R practitioners holding Bl and rejected by the 
R.A.M.C., may apply. 

Applic ation forms may be obtained from the undersigned to 
whom they must be returned on or before the 11th April, 1944. 
The appointment may be terminated by 1 month’s notice on 
either side. W. M. AsH, County Medical Officer. 

New County Offices, Derby, 17th March, 1944 y 
ESSEX COUNTY COUNCIL. Essex County Council Hospital, 
BLACK NOTLEY, near BRAINTREE. Applications are invited 
from registered medical practitioners for appointment as 
SECOND ASSISTANT MEDICAL OFFICER (B1) at the Essex County 
Council Hospital, Black Notley, near Braintree. Duties will 
include assisting in the supervision of approximately 170 patients 
suffering from non-pulmonary tuberculosis. Salary at the rate 
of £350 a year, rising, subject to satisfactory service, by annual 
increments of £25 to £425 a year, together with the usual 
emoluments valued at £160 a year. Appointment limited to 
4 years. The successful applicant will be required to pass a 
medical examination and contribute to the Council’s Super- 
annuation Fund. The appointment will be subject to the 
Council’s Sick Pay Rules and Regulations, a copy of which will 
be forwarded on application, and to the Council’s Standing 
Orders. Suitably qualified practitioners, including R and W 
practitioners holding B2 appointments, also R — 
holding B1 and rejected by the R.A.M.C., may a 

Applications on the prescribed form, quaietiae ‘from the 
undersigned, accompanied by copies of not more than 3 recent 
testimonials, which will not be returned, should be addressed 
to me and delivered at the County Hall, Chelmsford, not later 
than 17th April, 1944. Canvassing, either direc tly or indirectly, 
is forbidden. 

Joun E. LIGHTBURN, Clerk of ae County Council. 

County Hall, Chelmsford, 17th Mare h, 

SALFORD ROYAL HOSPITAL. Anolications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON (A) to G.U. Department. Salary at the rate 
of £150 p.a., with full residential emoluments. Appointment is 
for 6 months. Practitioners within 3 months of qualification 
and liable under the National Service Acts may also apply. 

Applications to be made immediately on a specia] form 
obtainable from— 

H. B. SHELSWELL, General Superintendent and Secretary. 
WOKING VICTORIA HOSPITAL. (64 Beds.) Applications are 
invited from registered medical practitioners, Male or Female 
(British or alien), for the appointment of HOUSE SURGEON (B2), 
vacant Ist May. Salary £250, with full residential emoluments. 
Rand W practitioners holding oY posts may apply, when appoint- 
ment will be limited to 6 months. 

Applications, with full particulary, to be made to the 
Honorary Secretary. 

LINCOLN COUNTY HOSPITAL. (Voluntary Hospital — 
200 Beds.) Applications are invited from registered medical 
practitioners, Male or Female, for the appointment of HOUSE 
PHYSICIAN (A), vacant 8th April, 1944. Salary is at the rate 
of £225 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may also apply, when the appointment will be for 
6 months. ARTHUR Moore, Secretary-Superintendent. 

18th March, 1944. 
THE STAMFORD, RUTLAND AND GENERAL INFIRMARY. 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of RESIDENT ANS- 
THETIST (B2), now vacant. The salary is at the rate of £220 p.a., 
with full residential emoluments. R and W practitioners who 
now hold A posts may apply, when appointment will be limited 
to 6 months ; otherwise for a period of 3 months. 

Applications, stating age, qualifications with dates, nationality, 

and accompanied with copies of 3 recent testimonials, should 
be sent immediately to: H. F. DONALD, Secretar'y. 
ST. BARTH OLOMEW’S HOSPITAL, Rochester. (201 Beds.) 
cations are invited from registered medical practitioners, Male, 
for post of CASUALTY OFFICER (A), now vacant. Salary 
£150 p.a. (plus E.M.S. grant of approximately £50 p.a.), with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under National Service Acts may also 
apply, when appointment will be limited to 6 months. 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, to be forwarded to the 
Superintendent-Secretary as soon as possible 
ROYAL CORNWALL INFIRMARY, Truro. (330 Beds—é Resi- 
dents.) Applications are invited from registered practitioners 
(Male or Female) for the pa pe oe of HOUSE SURGEON (B2) 
to the Orthopedic and Accident Department. Two vacancies 
will occur soon. Salary is at the rate of £200 p.a., with full 
residential emoluments. and W_ practitioners holding 
A —_ may also apply, when appointment is limited to 6 
months 

Applications should be addressed to the Secretary. 

th February, 1944. 


BRISTOL ROYAL HOSPITAL (incorporating the Bristol Royal 
INFIRMARY AND BRISTOL GENERAL HOSPITAL). Applications are 
invited for the posts of — 

CASUALTY HOUSE SURGEON (B2). Salary at the rate of £120 
p.a. Rand W practitioners holding A posts may apply. 

HOUSE SURGEON (A) to the E.N.T. Department. Salary at 
the rate of £80 p.a 

HOUSE PHYSICIAN (A) to the aeogia al and Skin Depart- 
ments. Salary at the rate of £80 p.a. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply for the A posts. 

In each case a war bonus at the rate of £20 p.a. will also be 
paid, with full residential emoluments. To R and W practi- 
tioners the appointments will be limited to a period of 
# months. 

Applications to be pete | aa forms to be obtained from— 

ELLIs C. Smit, F.C.1.S., Secretary and House Governor. 

Bristol] Roy al 
CITY OF PORTSMOUTH. Saint Mary’s Hospital. (1200 Beds.) 
Applications are invited from Male registered practitioners for 
the appointment of RESIDENT MEDICAL OFFICER (B2), now vacant. 
The salary is at the rate of £300 p.a., with residential emoluments 
valued at £150 p.a., and a temporary cost-of-living bonus, at 
present payable at the rate of 8s. 9d. per week. RK prac titioners 
who now hold A posts may apply, when the appointment will be 
limited to a period of 6 months ; otherwise a period of 12 months. 

Application forms may be obtained from, and must be 
returned to, the Medical Officer of Health, Northern Secondary 
School, May field-road, Portsmouth. 

FREDERICK SPARKS, Town Clerk. 

Municipal Offices, Royal Beach Hotel, Southsea, 

March, 1944. 

WEST SUFFOLK GENERAL HOSPITAL, Bury St. Edmunds, 
(485 Beds—191 Civilian, 244 E.M.S. and Reserve Beds.) Appli- 
cations are invited from registered medical practitioners, Male 
or Female, for the following A appointments, including practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts, when appointments will be for 6 months : 

HOUSE SURGEON AND RESIDENT OBSTETRICIAN. Salary at the 
rate of £175 p.a., with full residential emoluments. 

HOUSE SURGEON, with care also of special departments. The 
appointment will be for 6 months. Salary £175 p.a., with full 
residential emoluments. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by 3 recent testimonials, 
should be sent immediately to— 

Miss E. E. HARDWICKE, Secretary. 

NORTHUMBERLAND COUNTY COUNCIL. Hexham Emer- 
GENCY HOSPITAL. (Regiona)] Orthopedic Centre—640 Beds.) 
Applications are invited from registered medical practitioners, 
Male or Female, for the appointment of SENIOR HOUSE SURGEON 
(B2). The ealee is at the rate of £200 p.a., with full residential 
emoluments. e Hospital — Me training and experi- 
ence in ~~ He. 2 surgery. W practitioners who now 
hold A posts may apply, when a n appointment will be limited to 
6 months ; otherwise for a period of 1 year. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied hs 4 oom of recent testimonials, 
should be sent not later than 8th April to— 

JouNn B. TILLEY, County Medical Officer. 

County Hall, Newcastle upon Tyne, 
NORTHAMPTON GENERAL HOSPITAL. (408 Beds.) Applica- 
tions are invited immediately from registered medical practi- 
tioners, Male and Female, for the appointments of RESIDENT 
ANZISTHETIST (B2), HOUSE PHYSICIAN (A), and HOUSE SURGEON 
(A). Salary for the B2 post at the rate of £200 p.a., and for 
the A posts at the rate of £150 p.a. Full residential emoluments. 
R and W practitioners holding A posts may apply for the B2 
post, when appointment will be limited to 6 months. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply for the A posts, when appoint- 
ments will be for a period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent as soon as possible to— 

GORDON 8S. STURTRIDGE. 
GRIMSBY AND DISTRICT GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners, Male or 
Female, for the post of RESIDENT ORTHOPAZDIC OFFICER (B2). 
Appointment for 6 months. Salary is at the rate of £275 p.a.. 
with full residential emoluments. R and W practitioners w ho 
now hold A posts may apply. 

Applications, stating age, nationality, qualifications, and 
copies of recent testimonials, to the Secretary-Superintendent. 
GRIMSBY AND DISTRICT GENERAL HOSPITAL. (237 Beds.) 
Applications are invited from registered medica] practitioners, 
Male and Female, for the appointment of RESIDENT CASUALTY 
OFFICER AND HOUSE SURGEON (A), now vacant. Appointment 
for 6 months. Salary at the rate of £175 p.a., with full resi- 
dential emoluments. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply. 

Applications, stating age, nationality, qualifications, and 
copies of recent testimonials, to the Secretary-Superintendent. 
NOTTINGHAM GENERAL HOSPITAL. (712 Beds, including 
E.M.S.) Applications are invited from registered medical 
practitioners (Male and Female) for the appointment of RESIDENT 
CASUALTY OFFICER (A) for the above Hospital. Duties to 
commence on or about 8th May, 1944. Salary at the rate of 
£200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months 

Applications, stating qualifications, and experience, 
together with copies of test meominis, to be sent 

HENRY M. STANLEY, House Governor and Secretary. 
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VICTORIA HOSPITAL, Burnley. (169 Beds.) Applications are 
invited from registered medical practitioners for the following 
appointments :— 

HOUSE PHYSICIAN (A), vacant early Ma a 

2 HOUSE SURGEONS (A), vacant carly” April and early May 
respectively. 

The salary in each case is at the rate of £150 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when Sa. — be on @ period of 6 months. 

Applications to be sent E WrHeraterort Secretary 
CHESTERFIELD AND ORTH DERBYSHIKE KROTAL 
PITAL. Applications are invited from registered medical 
practitioners for the appointment of ASSISTANT CASUALTY 
OFFICER (A). Salary is at the rate of £165 p.a., with full resi- 
dential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications to 1 forwarded as soon as possible to— 

- Boone, House Governor and Secretary. 
ROYAL SALOP Shrewsbury. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (A), vacant Ist April. 
The appointment will be for a period of 6 months. Salary is at 
the rate of £160 1 with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

MALLETT, Acting Secretary-Superintendent. 

Board Room, 18th March, 1944. 


THE SOUTHAMPTON CHILDREN’S HOSPITAL AND Dis- 
PENSARY FOR WOMEN. Applications are invited from registered 
medical practitioners, Men or Women, for the appointment 
of RESIDENT MEDICAL OFFICER (A), now vacant. Salary is 
at the rate of £150 p.a.. with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the _. Service Acts may also apply, when appointment 
will be for 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by 3 testimonials, should be sent 
immediately to: Etta K. MATTHEWS, Secretary 
THE RADCLIFFE INFIRMARY, Oxford. Applications are invited 
from registered medical prac titioners, Male and Female, including 
practitioners within 3 months of qualification and liable under 
the National Service Acts, for the post of G@YNACOLOGICAL 
HOUSE SURGEON (A), vacant Ist May, 1944. The appointment 
will be for a period of 6 months. The salary is at the rate of 
£100 p.a., with full residential emoluments, 

Applications, stating qualifications with dates, age, nationality, 
full christian names, and postal —— should be sent not 
later than Tuesday, 11th April, 1944, 

i A. G. E. ARY, Administrator. 
GRIMSBY AND DISTRICT GENERAL HOSPITAL. (237 Beds.) 
Applications are invited from registered practitioners, Male and 
Female, for the appointment of HOUSE PHYSICIAN (A), now 
vacant. Salary is at the rate of £175 p.a., with full residential 
emoluments. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for 6 months. 

Applications, giving full particulars, to the Superintendent. 
RUNWELL EMERGENCY HOSPITAL, Wickford, Essex. (170 Beds.), 
Applications are invited from registered me dic ‘val practitioners, 
Male and Female, for the post of HOUSE SURGEON (A). Salary 
£200 p.a., with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 

of 6 months. 

Applications, with full particulars. to Medical Superintendent. 
RUNWELL HOSPITAL FOR NERVOUS AND MENTAL DiS- 
ORDERS, WICKFORD, ESSEX. (1010 Beds.) TEMPORARY 
ASSISTANT MEDICAL OFFICER (B1) wequired (Male or Female), 
Previous experience in psychiatry essential. Salary £470 p.a., 
plus £50 for D.P.M., with full residential emoluments. Quarters 
for married man available. Suitably qualified R and W prac- 
titioners holding B2 appointments, also R prac —~ now 
holding B1 and rejected by the R.A.M.C., may app 

Further particulars, with form of application, 
from the Physician-Superintendent. 

BEXHILL HOSPITAL, Bexhill-on-Sea. Applications are invited 
from registered practitioners, Male or Female, for the appoint- 
ment of HOUSE SURGEON (A). Salary is at the rate of £175 p.a. 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications, stating age, qualifications with dates, nationality. 

and copy testimonials, ve be addressed to the Secretary as soon 
as possible. 
CAMERON, HOSPITAL, West Hartlepool. (86 Beds.) 
Applications are invited from registered medical practitioners , 
Male and Female, for the appointment of HOUSE SURGEON (A). 
Salary at the rate of £200 p.a., with full residential emoluments. 
Duties to commence as soon as possible. Practitioners within 
3 months of qualification and liable unde® the National Service 
Acts may apply, when appointment will be for a period of 
6 months. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of 3 recent testimonials, should 
be sent as soon as possible to: Miss P. M. BreTTs, Secretary. 
HULL ROYAL INFIRMARY. Applicati are invited from 
registered medical practitioners for the posts of 2 CASUALTY 
OFFICERS (A), vacant now. Salary £200 p.a. 2 h of the 
posts carries full residential emoluments. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointments will be for a period of 
6 months 

Applications should be to— 

ARLES, House Governor. 


THE LAWN, Lincoln. (Registered Hospital for Mental and 
Nervous Diseases.) Applications are invited from registered 
medical practitioners, Male and Female, for ASSISTANT MEDICAL 
OFFICER (B2), one with previous mental hospital experience 
preferred. Electric convulsive therapy is in use. Salary 
£300 p.a., with emoluments and war bonus. R and W practi- 
tioners who now hold A posts may apply, when appointment 
will be limited to 6 months. 

Apply the Chairman of Governors, The Lawn, Lincoln. 
CAMBORNE-REDRUTH GENERAL HOSPITAL, Redruth, Corn- 
WALL. Applications are invited for the post of HONORARY 
OPHTHALMIC SURGEON. Candidates should be suitably experi- 
enced in ophthalmology and possess the Fellowship of the Royal 
College of Surgeons. 

Full particulars on application to the Secretary. 
HUNTINGDONSHIRE COUNTY COUNCIL. Public Health 
DEPARTMENT. Applications are ‘invited from _ registered 
medical practitioners (Female) for the post of RESIDENT MEDICAL 
OFFICER (B1) at Paxton Park Emergency Maternity Home in 
the County of Huntingdonshire. Candidates must have had 
previous midwifery experience. The salary will be at the rate 
of £200 p.a., with full board, lodging, and laundry. Suitably 
qualified W practitioners holding B2 or Bl appointments may 
apply. The post is limited to a period of 1 year. 

Applic ations, stating age, nationality, qualifications, and 
experience, and accompanied by copies of not more than 2 recent 
testimonials, should be sent at once to— 

N. H. HARRISON, County Medical Officer. 

County Offices, Gazeley House, Huntingdon. 

NEW SUSSEX HOSPITAL FOR WOMEN AND CHILDREN, 
Windlesham-road, BRIGHTON. Applications are invited from 
registered medical practitioners (Female) for the appointment of 
HOUSE SURGEON (B2), to commence duties at the end of May. 
Salary £150 p.a., with ful! residential emoluments. W_ practi- 
tioners who now hold A posts may apply, when appointment 
will be limited to 6 months. : 

Applications. stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent to: PEerRcY F. SPOONER, Secretary. 

NORFOLK AND NORWICH HOSPITAL, Norwich. Applica- 
tions are invited for the appointment of RESIDENT REGISTRAR 
(B1) to the Orthopedic Department, vacant shortly. Appli- 
eants should have held house appointments and have had 
experience in orthopedic work. Salary £250 to £350 p.a., 
according to experience, with full residential emoluments. 
Suitably qualified R and Ww practitioners holding B2 posts, also 
R practitioners holding Bl and rejected by the R.A.M.C. 
may apply. 

Applications should reach the undersigned as soon as possible. 

‘RANK INCH, House Governor and Secretary. 
WESTON-SUPER-MARE GENERAL HOSPITAL. Wanted 
immediately, LOCUM HOUSE PHYSICIAN (A)».6 to 8 weeks. Salary 
to be agreed, minimum £3 per week. 

LESLIE J, FIVISLAND, Secretary. _ 
Applications are invited by a well-known firm of Disinfectant and 
Antiseptic Manufacturers for the post of SCIENTIFIC ADVISER. 
The work is of a purely consultative nature and candidates 
must have medical qualifications and be thoroughly ac quainted 
with recent research and developments in this field. Ple ase 
apply, giving full —_ of qualific ations and experience, to : 
Address, No. 415, THe LANcET Office, 7, Adam-street, ‘Adelphi, 
London, W.C.2. 
Wanted as Partner, Surgeon with diploma, in a first-class Private 
Practice of a north-west popular coastal resort, superlative 
opportunity. All inquiries replied to in strictest confidence. 
Accommodation can be arranged.—Address, No. 116, THE 
LANCET Office, 7, Adam-street, Adelphi, London, WC. 
Wanted at once, Dispenser-Secretary, typing 
Burnham, Bucks. Book-keeper employed. Jaques, Burnham 
House, Burnham, Bucks. Burnham 25. 
Urgently needed for busy Country Practice, Cotswolds, Assistant, 
either sex.—Dr. KinG, Stow-on-the-Wold. 
Medical Typist undertakes theses, with tables, lectures, &c. 
2s. 6d. per td words.— JEPSON, 744, Alexander-road, Hamp- 
stead, Ww. 
Experienced Tar. “available for morning and evening surgeries, 
London District.—-Write, Address, No. 418, Tue LANCET Office. 
7, Adam-street, Adelphi, ‘London, W.C. 
Secretary with experience of Medical Practice requires part-time 
appointment with Doctor in West London.—Address, No. 414, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Doctors, Male and Femaie, required for Locums and Assistant 
ships. Good salaries paid. Vacancies for Ships’ Surgeons.—Write, 
A. Agent, Premier Buildings, 88, Church-street, 
Liverpool, 1 
Medical Practices and Partnerships for di 
Assistance can be arranged for Lee wg of. ay All 
classes of insurance transacted.—A. — Agent, 
Premier Buildings, 88, Church- 
Partnership Share for Sale, ultimate succession if Relea: —Address, 
No. 403, THE LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 


The collection of overdue accounts throughout the British Isles 
has been conducted in keepi vith professional ethics for many 
years. No annual subscription.—Write : NATIONAL MEDICAL 
PROTECTION Society, 80, Leeds-road, Bradford. 


Consulting Rooms to Let, from £150 p.a.—Apply 21, Winpole-ctvest, 
London, W.1. Telephone LANgham 1542 before 5 P.» 
1 p.m. Saturdays. 


Consulting Room, “furnished or unfurnished, ~ Devonshire-place, 
part or full time, for doctor or a available. Telephone 
and Service.—Address, No. 417, THe LANceT Office, 7, Adam- 
street, Adelphi, London, W.C.2. 
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ldeal General Purpose Sedatives 


Hypnotics and Analgesics 


Telephone: Horsham 1234. 


safety margin 
tinted pink. 


Q-1 g. (14 gr.) 


morphine 


Hypnotic and Analgesic— 


narcotic alkaloids 


for clinical trial are also available. 


BRITISH 
PRODUCTS 


HE LABORATORIES. HORSHAM, 


A medium barbiturate with a high 


Sedative— Half Strength Tablets 0:05 g. (2 gr.) 


Hypnotic— Original Full Strength Tablets 


A combination of Dial and ethyl- 


In grave insomnia and other condi- 
tions where, for various causes, other 
hypnotics are too mild or in which 
an opiate is considered desirable. 


Rapid relief from pain without 


Analgesic— Relieves or abolishes pain from all 


A copy of the Ciba Handbook No. 3, Ciba Hypnotics 
and Analgesics containing full particulars of the 
chemistry, pharmacology and clinical uses of 
DIAL, DIDIAL and CIBALGIN will be serit on request 
to members of the Medical Profession. Samples 


SUSSEX. 


Telegrams: Cibalabs, Horsham. 
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